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ABSTRACT 
Since the advent of antiretroviral therapy (ART), few studies have examined how 
mother-child relationships relate to physical and mental health in HIV+ and 
demographically-similar uninfected mothers. The present three studies investigated the 
relationships of mother-child relationship quality (MCRQ: measured qualitatively with 
autobiographical narratives) with HIV status, domestic violence, substance use, childcare 
burden, self-silencing, and mental and physical health outcomes. Health outcomes were 
measured at two time points, concurrent with the autobiographical narratives (T1) and 11 
months later (T2).  Participants were recruited from the Chicago Women’s Interagency 
HIV Study and included 87 HIV+ mothers and 38 demographically matched HIV‒ 
mothers (M age=43.8, SD=9.4) who were primarily African American (89.6%) and low 
income. Study 1 used analyses of covariance to examine relationships between MCRQ 
and concurrent HIV status, self-reported self-silencing, substance use, domestic violence, 
caregiving (i.e., number of children and time spent caregiving) and childcare burden (i.e., 
mother’s opinion of parenting, perceived difficulty of parenting, help received from 




cared for fewer children. Negative mother-child relationships related to higher substance 
use and self-silencing, and positive mother-child relationships related to more time 
caregiving and more children cared for. In Study 2, multiple and logistic regressions were 
used to examine MCRQ as predicting T1 and T2 self-reported depression symptoms and 
health-related quality of life among HIV+ and HIV‒ mothers, and self-reported ART 
adherence and viral load and CD4+ counts assessed through blood specimens in HIV+ 
mothers. Negative MCRQ predicted higher depression symptoms at T1, as well as lower 
health-related quality of life at T1 and T2. Positive MCRQ predicted lower viral load at 
T1. Study 3 examined the potential moderation of MCRQ on the relationship between 
time spent caregiving and health indicators in HIV+ and HIV‒ mothers. At higher levels 
of positive and negative MCRQ, more hours caring for children related to better odds of 
being 95% adherent to ART medications at T1. Together these studies suggest that 
mother-child relationships are integrally related to the health of HIV+ and HIV− mothers 
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 Twenty-four percent of an estimated 1.2 million people (13 years or older) living 
with HIV in the United States are women (CDC, 2014). African American women are 
disproportionately affected by HIV, as they constitute 61% of HIV cases and about 42% 
of new HIV diagnoses in women (CDC, 2014). An increasing number of women with 
HIV have children or are of childbearing age (CDC, 2014) and recent literature places an 
emphasis on children’s risky behaviors and psychological well-being as influenced by 
parenting and family factors in the context of maternal HIV (Jones, Foster, Zalot, 
Chester, & King, 2007; Murphy, Marelich, Armistead, Herbeck, & Payne, 2010).  
However, few studies address how parenting and parent-child relationships affect 
maternal physiological and psychological health in mothers with HIV( Mellins, Kang, 
Leu, Havens, & Chesney, 2003; Murphy, Roberts, & Herbeck, 2011). While 
antiretroviral therapy (ART) has significantly helped to decrease the disease progression 
and shifted HIV from a death sentence to a chronic illness (Deeks, Lewin, & Havlir, 
2013), numerous studies indicate that adherence to antiretroviral therapy (ART) in HIV 
positive mothers falls short of recommended medical standards (Mellins et al., 2008; 
Murphy, Greenwell, & Hoffman, 2002). Consistent and high adherence rates to ART are 
critical for decreasing mortality rates, preventing the development of drug resistant HIV 
variants, and minimizing the progression of HIV to AIDS (Günthard et al., 2014). 
However, ART does not fully restore health and can lead to physical health complications 




compromise HIV related health. HIV has also been found to increase depression and to 
lower quality of life (Cook et al., 2002), all of which may compromise mothers’ ability to 
parent (Murphy et al., 2010). Depression and quality of life are especially significant 
because they negatively affect HIV medication adherence (Cook et al., 2002, 2006); HIV 
viral load and CD4 lymphocytes (Greeson et al., 2008; Krumme et al., 2014); all of 
which are indicators of HIV related health.  
Previous studies emphasized the theme of imminent death arising as a matter of 
concern among mothers living with HIV in contrast to mothers without HIV (Antle, 
Wells, Goldie, DeMatteo, & King, 2001; Armistead & Forehand, 1995). However, as 
perceptions about the fatality of HIV continue to shift and HIV is now considered a 
chronic illness (Deeks et al., 2013), the differences in parenting between HIV positive 
and HIV negative mothers should be examined in that light. Ethnic minority mothers 
without HIV who come from the same disenfranchised communities as those with HIV, 
face similar risk factors for mental and physical health, including substance use, exposure 
to high levels of trauma (e.g., intimate partner violence, childhood sexual abuse, physical 
abuse), discrimination, homelessness and a lack of educational and financial resources 
(Cohen et al., 2000; Cohen et al., 2004).  
While raising children can be a source of joy and fulfillment for many HIV+ and 
demographically similar women (Antle et al., 2001; Sandelowski & Barroso, 2003), there 
are undeniable challenges associated with caring for children (e.g., physical, emotional 
and time demands of child care, needs for  social and emotional support,  and financial 




(Mistry, Stevens, Sareen, De Vogli, & Halfon, 2007). These risks are further exacerbated 
in communities that cope with racial discrimination, poverty, single parenthood, 
community violence and crime (Armistead, Forehand, Brody, & Maguen, 2002; Filippi et 
al., 2006). Nonetheless, uninfected mothers do not face the added difficulties of having 
an HIV diagnosis.  
Although increased longevity may allow more mothers with HIV to raise and see 
their children grow, HIV continues to pose significant challenges for mothers affected by 
the disease. These challenges include the need to balance parenting with life-long 
medical care, the question of HIV disclosure to their children, HIV stigma and the burden 
of uncertainty about their own and their children’s future (Antle et al., 2001; Murphy, 
2008; Prachakul, Grant, & Keltner, 2007; Rusch et al., 2004; Sandelowski & Barroso, 
2003; Schuster, Beckett, Corona, & Zhou, 2005).  In addition, research has indicated that 
about two thirds of women with HIV and demographically similar women have a history 
of exposure to violence (e.g., intimate partner violence, sexual abuse, physical assault) 
and a significant portion of these women have a history of substance use (Cohen et al., 
2000), and for some, substance abuse issues may be ongoing. Both substance use and 
experience of intimate partner violence may have a negative impact on parenting in 
women with HIV and mothers’ mental and physical health (Owen, Thompson, & 
Kaslow, 2006).  Further, mothers with HIV may also silence their own needs, including 
their medical and mental health needs in order to care for their children (Murphy et al., 
2011). On the other hand, raising children can serve as a source of strength, support,  




2001; Sandelowski & Barroso, 2003). It is therefore conceivable that caring for children 
may improve health behaviors and health outcomes in HIV infected and uninfected 
mothers.   
The Current Dissertation 
In summary, there is evidence to suggest that parenting interactions (Murphy et 
al., 2011), childcare burden (i.e., mothers’ perceived ability to cope with parenting 
demands, perceived ease or difficulty of parenting, and parental stress); (Merenstein et 
al., 2008), substance use, intimate partner violence, and self-silencing (cognitive schema 
about avoiding conflict in intimate relationships by silencing certain feelings, thoughts, 
and actions, (Jack & Dill, 1992), may compromise HIV positive and uninfected mothers’ 
ability to care for themselves.  
In this dissertation, a series of three studies were conducted, focusing on 
motherhood among HIV+ and demographically matched women, all of whom were 
primarily African American. The primary aims were to investigate how aspects of 
motherhood relate to concurrent and follow-up physical and psychological health 
indicators in HIV+ and demographically similar women. Specifically, aspects of 
motherhood were identified qualitatively in women’s autobiographical narratives and 
included positive and negative descriptions of relationships with children, learning from 
life mistakes in implementing parenting practices, redemptive parenting (i.e., 
improvements in parenting), and centrality of motherhood (i.e., how significant the 
participants’ experiences as mothers were in the narratives). Health indicators examined 




symptoms, substance use and intimate partner violence for mothers, and adherence to 
antiretroviral therapy (ART), and HIV biomarkers (i.e. RNA viral load and CD4+ T cell 
count) for HIV+ mothers.  
The first study examined the differences between HIV+ and HIV− mothers in 
caregiving and aspects of mother-child relationship quality. In addition, study 1 examined 
mother-child relationship quality, childcare burden and caregiving in relation to gender 
role attitudes, substance use, and intimate partner violence. The second study examined 
aspects of mother-child relationship quality as predictors of concurrent and follow-up 
health outcomes in both HIV+ and HIV− mothers. The third study focused on the 
investigation of the potential moderating effect of caregiving on the relationship between 
mother-child relationship quality and health indicators in HIV+ and HIV− mothers. The 
three studies used a short-term longitudinal design, with health outcome data from two 
time points. Quality of parent-child relationships at time one (T1) was examined in 
relation to childcare burden, self-silencing and maternal health outcomes at T1 and also 
in relation to maternal health outcomes at time 2 (T2), approximately eleven months 
following T1.  
The study also uses a mixed-methods research approach, in which women’s 
parent-child relationships were coded qualitatively from autobiographical narratives and 
investigated in relation to self-report measures of childcare burden, self-silencing, mental 
health (depression and quality of life), medication adherence, and blood levels of HIV 
viral-load and CD4+ cell count. Much of the previous research on the quality of mother-




they are (a) based on researchers’ preconceived categories, therefore not fully reflecting 
maternal experiences, and (b) may be biased by participants’ social desirability motives. 
In contrast, qualitative data allow participants to provide an ecologically valid sample of 
the lenses through which women view their lives, providing a more meaningful measure 
of their experiences with their children.  Autobiographical narratives allow people to 
make sense of stressful and complex life experiences in ways that reflect their identity, 
goals, and values (Boals & Klein, 2005; Klein & Boals, 2010; Ramírez-Esparza & 
Pennebaker, 2006; Smyth, 1998). Qualitative methods have also allowed women with 
HIV to express their own experiences without being confined to pre-determined 
categories (e.g., Edwards, Irving, Amutah, & Sydnor, 2012; Nelms, 2005), as is the case 
with self-report methods.   
This dissertation included 125 female participants (87 HIV+; 38 HIV−) from the 
Chicago site of the Women’s Interagency HIV Study (WIHS). WIHS is a multi-site 
longitudinal research initiative established in 1994 to investigate the impact of HIV 
infection on women in the United States. It is the largest U.S. cohort to date of women 
with HIV and demographically similar women HIV (3567 HIV+, 1289 HIV−).  
Participants in the national WIHS study were enrolled at sites located in: 
Bronx/Manhattan, NY; Brooklyn, NY; Washington DC; San Francisco/Bay Area; 
Chicago, IL; Atlanta, GA; Chapel Hill, NC, Miami, FL; and Birmingham, AL. The HIV+ 
and HIV– participants are demographically similar on factors including age, 
race/ethnicity, level of education, and history of drug use. One hundred forty-four of the 




they engaged in an autobiography task (described below). Of these, 125 were identified 
to have children at the time of the autobiographical task, and these mothers comprise the 





Study #1: Substance-use, Intimate Partner Violence, and Self-Silencing in relation to 
Mother-Child Relationships and Childcare Burden in HIV+ and HIV– Women 
 
Introduction 
The current study investigated (a) differences between women with HIV and 
uninfected women in mother-child relationship quality as described in autobiographical 
narratives and self-reported caregiving burden; and (b) substance-use, intimate partner 
violence, childcare burden and gender roles in relation to mother-child relationships in 
both women with HIV and demographically similar women.  
Quality of Mother-Child Relationships. Mother-child relationship quality is 
usually assessed by processes such as communication style, parental monitoring (i.e., 
knowledge of one’s children’s activities and whereabouts), warmth, control, and type of 
attachment (Bretherton & Munholland, 1999). In general, authoritative parenting, in 
which parents provide warmth and structure, combined with parental monitoring and 
good parent-child communication, is associated with better child outcomes compared to a 
parenting style marked by a lack of communication, low parental monitoring, and 
authoritarian (restrictive, punitive, and repressive) or permissive (unconditionally 
accepting, autonomy supportive and lenient) parenting (Baumrind, 2005; Bornstein, 
2013; Smokowski, Bacallao, Cotter, & Evans, 2015). Few recent studies have examined 




women, in particular in an era in which HIV is now considered a chronic illness, rather 
than a death sentence (Deeks et al., 2013).  
Some studies show that the progression of the HIV disease and bodily pain 
impairs the quality of parenting (Murphy et al., 2011); such as by having lower parental 
monitoring and having worse parent-child communication ( Murphy et al., 2010). For 
some mothers, having HIV causes them to miss activities with their children due to 
fatigue or often being sick (Murphy et al., 2011).  Given the increased stress and physical 
demands of parenting that result from having HIV, the illness may make mothers more 
vulnerable to negative mother-child relationships, and may also relate to low maternal 
self-confidence (Oswalt & Biasini, 2012).   
That being said, being diagnosed with HIV may also constitute a wake-up call in 
which mothers change their life-priorities, stop using drugs, and increasingly appreciate 
their relationships with people in their lives (Lechner & Weaver, 2009; Mosack, Abbott, 
Singer, Weeks, & Rohena, 2005; Pittiglio & Hough, 2009), potentially even resulting in 
positive changes in their relationships with family and children (Lechner & Weaver, 
2009; Siegel & Schrimshaw, 2000; Updegraff, Taylor, Kemeny, & Wyatt, 2002). For 
instance, in a qualitative study with African-American, Hispanic, and Non-Hispanic 
White HIV + women, Siegal and Schrimshaw (2000) found that the illness was reported 
to lead the participants to form closer relationships with their children, family and friends 
over time. In some cases, HIV was the catalyst that led the resolution of past conflicts and 
motivated greater expressions of love and positive interactions with children and other 




improving mother-child relationships with children over time is was  termed “ redemptive 
parenting” and was coded from autobiographical narratives.  
The growing literature on stress-related growth has shown that receiving a life-
changing diagnosis of HIV or cancer can also lead affected individuals to develop a 
higher sense of strength, an increase in self-awareness about their experiences, and 
change their life philosophy such that life’s fragility is acknowledged (Lechner & 
Weaver, 2009; Sawyer, Ayers, & Field, 2010). These changes may also motivate 
individuals with HIV to use their experiences as a means to care for future generations, as 
has been seen among individuals diagnosed with cancer (Bellizzi, 2004). However, there 
is a dearth of research examining how learning from life experiences might influence 
mother-child relationships in general, even less so among mothers with HIV. In this 
study, learning from life mistakes in implementing parenting practices was also coded 
from women’s autobiographical narratives and in contrast to redemptive parenting, did 
not necessarily mean that there were positive changes in parenting over time, only that 
women used  previous experiences to inform  their current parenting practices.   
Childcare Burden. Childcare burden includes mothers’ perception as to whether 
they can competently cope with the demands of parenting (perceived parental self-
efficacy) and is influenced by perceived ease or difficulty of parenting, parental stress, 
and whether parents  have adequate supports from adults as well as their children 
(Merenstein et al., 2009; Merenstein et al., 2008). Compared to their HIV− counterparts, 
HIV+ caregivers have been found to have higher levels of stress due to financial 




African American mothers, HIV infected participants have reported lower parenting self-
efficacy compared to non-infected participants (Kotchick et al., 1997). Other challenges 
adding to childcare burden include adjusting to the disease, HIV stigma, fear that their 
child will contract HIV, the complexities of HIV disclosure to their child and others, and 
ensuring their child’s future after their potential death (Antle et al., 2001; Murphy, 2008; 
Sandelowski & Barroso, 2003; Schuster et al., 2005). The additional challenges faced by 
HIV positive mothers may result in higher perceived childcare burden compared to 
women who do not have HIV.  
Self-Silencing.  Research evidence suggests that women with HIV may be 
susceptible to traditional gender role expectations that place a priority on self-silencing 
and caring for others (including children) at the expense of self-care (Brody et al., 2014; 
DeMarco, Lynch, & Board, 2002; Lanier & DeMarco, 2015). Women with HIV have 
been found to score higher on self-silencing than uninfected women (Brody, Stokes, 
Dale, et al., 2014). Self-silencing may have initially placed them at risk for HIV and post 
HIV infection, may place them at risk for poor psychological and physiological health 
outcomes and inadequate treatment adherence (Brody et al., 2014; DeMarco et al., 2002). 
Self-silencing may also place additional strains on the quality of parent-child 
relationships, including mothers having intense concerns for children’s well-being above 
their own, having codependent relationships (e.g., lacking in mutuality and excessive 
dependency from one member) with adult children, and engaging in physically stressful 
activities to meet children’s needs (DeMarco, Miller, Patsdaughter, Chisholm, & Grindel, 




of childcare demands. Further, in order to avoid conflict, mothers who silence themselves 
may be more reluctant to ask their children for help or set limits with their children, 
therefore resulting in more negative feelings about their relationships with their children 
and higher childcare burden. To date, there has been no research examining self-silencing 
in relation to the quality of parenting or perceived parent-child relationship quality in 
women with HIV and uninfected women.  
 Violence & Substance Use. The co-occurrence of violence, substance use and 
HIV/AIDS among impoverished women has been clearly established in the research 
literature (Meyer, Springer, & Altice, 2011). These three factors are highly intertwined, 
mutually reinforcing and are often considered in combination as the SAVA (Substance 
abuse, violence, and HIV/AIDS) syndemic (Meyer et al., 2011). SAVA 
disproportionately affects women of color in the United States (Meyer et al., 2011; 
Sullivan, Messer, & Quinlivan, 2015) and has been linked to reduced odds of viral 
suppression (Sullivan et al., 2015), poorer mental health  (Illangasekare, Burke, Chander, 
& Gielen, 2013), decreased adherence to ART, and increased risk taking behaviors 
among women with HIV (Meyer et al., 2011). The high proportion of substance use and 
experiences of intimate partner violence among women with HIV (Cohen et al., 2000) 
may have a negative impact on parenting and add childcare burden  in women with HIV. 
 Substance use and exposure to violence also have a negative impact on family 
relationships and are often associated with child protective services involvement 
(Flanagan, Sullivan, & Connell, 2015). Having a history of substance abuse has been 




confidence and feeling overwhelmed in parenting, as well as having low parental 
effectiveness (Bailey et al., 2013). Substance abuse is also linked to child maltreatment 
(Walsh, MacMillan, & Jamieson, 2003) and may interfere with a mother’s ability to 
develop sensitive parenting skills (Bailey et al., 2013).  Additionally, intimate partner 
violence and other experiences of violence add to parenting stress, which in turn 
negatively affects parenting and child outcomes (Owen et al., 2006).  
Hypotheses: 
Hypothesis 1.1: Based on previous literature documenting the stresses of having 
HIV on the quality of parenting (Murphy et al., 2010; Murphy et al., 2011), women with 
HIV will have (a) more negative mother-child relationships and (b) less positive mother-
child relationships compared to uninfected women.  
Exploratory Question: The growing literature on stress-related growth and the 
ways in which an HIV diagnosis can change life priorities in positive ways (Lechner & 
Weaver, 2009; Mosack et al., 2005; Pittiglio & Hough, 2009) suggests that having HIV 
may lead some HIV+ mothers to improve their relationships with their children over 
time. For this reason, the question about whether there are HIV status differences in 
positive changes in parenting (redemptive type parenting), as well as participants 
descriptions of learning from life mistakes to improve their parenting practices will be 
examined. 
Hypothesis 1.2: Given the literature indicating that HIV+ caregivers tend to 
experience more stress, lower self-esteem (Land et al., 2003), and lower parental self-




experience more childcare burden (i.e., worse perceived ability to parent, and  higher 
perceived difficulty in parenting, as well as receive less help from children)and (b) spend 
less time caring for children. 
Hypothesis 1.3: Based on the previous literature relating parenting stress to 
parenting practices), higher levels of childcare burden (i.e., worse perceived ability to 
parent and  higher perceived difficulty in parenting , as well as receive less help from 
children) will relate to more negative mother-child relationships. Conversely, lower 
levels of childcare burden will relate to more positive mother-child relationships. 
However, given that there may be a bidirectional, reciprocal relationship between caring 
for children and experiencing pleasure in the parent-child relationship (Antle et al., 2001; 
Sandelowski & Barroso, 2003), mothers who spend more time caring for children will 
have more positive parent-child relationships.   
Hypothesis 1.4: Based on the previous literature indicating there is a negative 
influence of substance use (SU) on the ability to develop sensitive parenting skills 
(Bailey et al., 2013; Walsh et al., 2003), women with and without HIV who report a 
history of substance use will have (a) more negative parent-child relationships, including 
lower redemptive parenting, and  less learning from life mistakes in implementing 
parenting practices with their children, (b) higher childcare burden, and  (c) worse 
perceived ability to parent compared to women without a history of substance abuse. 
Hypothesis 1.5: Given the previous literature on how experiences of intimate 
partner violence negatively impact parenting and increase family stress (Owen et al., 




violence (IPV) or who have more frequent IPV episodes will describe (a) more negative 
mother-child relationships, (b) less positive mother-child relationships (c) have fewer 
children currently in their care, (d) spend less time caregiving, (e) will have worse 
perceived ability to parent compared to women either without a history of IPV or women 
with less frequent IPV episodes.   
Hypothesis 1.6:  Based on the previous literature suggesting that self-silencing 
may cause HIV+ and demographically similar mothers to prioritize their children’s needs 
at the expense of their own self-care  (Brody et al., 2014; DeMarco et al., 2002; Lanier & 
DeMarco, 2015) and place strain on mother-child relationships (DeMarco, Miller, 
Patsdaughter, Chisholm, & Grindel, 1998), higher levels of self-silencing will be 
associated with higher scores on negative mother-child relationship quality, higher 
childcare burden, and  lower scores on positive parent-child relationship quality. 
Conversely, lower levels of self-silencing will be associated with higher redemptive 
parenting and learning from life mistakes in implementing parenting practices. 
Methods 
Participants 
            Demographics. Participants were asked to self-report their average annual 
household income, before taxes using a range of categorical options (e.g., less than 
$6,000, $6,000 to $12,000...More than $75,000). Given that most of the participants 
(62.4%) reported earning less than $12,000, income was re-categorized as: $6,000 or less, 
$6,000‒$12,000, equal or more than $12,000.  Participants were also asked to identify 




American / non-Hispanic, African-American / Hispanic, Other / Hispanic, Asian / Pacific 
Islander, Native American/ Alaskan, or Other White/non-Hispanic. Participants were also 
asked to report their highest level of education and these were categorized as: no 
schooling, grades 1–6, grades 7‒11, completed high school, some college, completed four 
years of college, attended/completed grad school. 
The current study includes 125 female participants (87 HIV+; 38 HIV−) from the 
Chicago site of WIHS, all of whom had children. The HIV+ and HIV− participants are 
demographically similar on factors including income, race/ethnicity, level of education, 
and drug use (See Table 1.1). Chapter 1 described the recruitment procedures in detail.  
Given that the participants are not explicitly asked about their child’s age in the 
autobiographical task, the children’s age at the time of the narrative administration task or 
during the described experiences could not be obtained.   
Approximately 89.6% of the 125 participants self-identified as African American, 
40% completed less than a high school education, 32.8% completed a high school 
education, and 27.2% completed more than a high school education. 62.4% had an 
income up to or below $12,000. Of the 125 participants, 78.4% endorsed having a history 
of intimate partner violence experience, and 73.6% reported having a history of substance 
use (i.e. intravenous drug use, crack/cocaine/heroin, heavy drinking). See Table 1.1 and 







Table 1.1. Demographic Characteristics of Participants  




Total Percentage  
Age (M, SD) 45.06, 8.62 40.86, 10.61 43.78 (9.42)  
Reported Ethnicity     
African American 79 33 89.6  
Non-Hispanic White  3 1 3.2  
Hispanic White 3 3 4.8  
Hispanic Other 1 1 1.6  
Other 1 0 .8  
Education Level      
   Grades 1-6 1 0 .8  
   Grades 7-11  38 11 39.2  
    High School Graduate  27 14 32.8  
   Some College  17 12 23.2  
   College Graduate  4 1 4.0  
Household Income     
     <$6,001 24 14 30.4  
     $6001-12000 35 5 32.0  
     $12001-18000 14 4 14.4  
$18001-24000 5 3 6.4  
$24001-30000 2 6 6.4  
$30001-36000 2 3 4.0  
$36001-75000 4 3 5.6  
>$75,000 1 0 .8  
Substance Use History 67 25 73.6  
Intimate Partner Violence 
History 






Table 1.2. Descriptive Statistics for All Variables 
  N Min. Max. M SD 
Positive MCRQ 125 .00 2.67 .84 .69 
Negative MCRQ 125 .00 3.00 .31 .51 
Redemptive Parenting 125 .00 1.33 .08 .21 
Learning from Mistakes 125 .00 1.33 .17 .34 
Centrality 125 .00 1.00 .86 .35 
Number of Children 108 .00 7.00 1.25 1.49 
Hours Caring for Children 108 .00 168.00 66.06 69.19 
Receiving Help from Children 61 1.00 6.00 3.82 1.36 
Ease/Difficulty of Parenting 61 1.00 5.00 2.52 1.16 
Opinion of Parenting 61 1.00 4.00 1.90 1.09 
Proportion of visits IPV endorsed 125 .00 .43 .04 .08 
IDU-Proportion of visits 125 .00 .26 .01 .03 
CCH-Proportion of visits 125 .00 1.00 .17 .27 
Heavy Alcohol-Proportion of visits 125 .00 .61 .05 .10 
STSS-Total 124 36.00 138.00 77.27 19.59 
STSS-EXP 124 6.00 30.00 14.88 6.00 
STSS-CSS 124 10.00 39.00 24.31 5.68 
STSS-SS 124 9.00 42.00 21.41 6.79 
STSS-DS 124 7.00 31.00 16.66 5.66 
Note: MCRQ=Mother-Child Relationship Quality; IPV=Intimate partner violence; 
CCH=Crack/Cocaine/Heroin; STSS-Total=Silencing the Self Scale-Total Score; STSS-
EXP=Silencing the Self-Externalized Self-Perception Subscale; STSS-CSS=Silencing the 
Self Scale-Care as Self-Sacrifice Subscale; STSS-SS=Silencing the Self Scale-Self-







Mother-Child Relationship Quality. Parent-child relationship quality was 
measured with the Guided Autobiography Task (GAT; McAdams et al., 2006). An 
adapted version of the GAT was used, in which the participants for this study told 
narratives about three key self-defining memories they considered to be turning points in 
their lives. The participants were asked to describe what happened in the event, when it 
happened, who was involved, and what they were thinking and feeling during the event. 
They were also asked to describe how the experiences influenced the person they are 
today. 
Line by line thematic analyses based on Baumrind’s parenting style theory 
(Baumrind, 1971, 2005) and Rohner’s Parental Acceptance-Rejection Theory (Rohner & 
Khaleque, 2005) were undertaken to reliably define and code the quality of mother-child 
relationships based on descriptions of past or present experiences with children.  This 
thematic coding focused on the following themes: positive mother-child relationship 
quality, negative mother-child relationship quality, centrality of motherhood, learning 
from life mistakes in implementing parenting practices, redemptive parenting, and 
contamination type parenting.  
Positive mother-child relationships were characterized by expressions of showing 
children love and affection, pride in being a mother or in children’s accomplishments, 
expressing a sense of agency in children’s positive experiences, sharing that having 




parental monitoring and expressing positive descriptions of children. One quote that 
exemplifies positive mother-child relationships was: 
 “My second memory would be uh, in 2001. This is when my life changed for the 
best, when I stopped using drugs completely. I was pregnant with my daughter, 
she’s now 8 years old, and she really actually help change and mold my life.  Uh, 
that’s, that’s my angel, that’s my girl.”  
Negative mother-child relationships were characterized by expressions of 
indifference, lack of affection, neglecting children or physically or emotionally abusing 
children, low parental-monitoring, disapproval or disappointment in children, as well as 
blaming the self for children’s negative experiences. One quote that exemplifies negative 
mother-child relationships was: 
“I rejected her completely. I didn’t want her. And when they brought her to me I 
said, ‘That’s not my baby.’  It was horrific. I didn’t want her from the time she 
was inside. She was conceived by a rapist, who later raped and murdered and 
spent the [rest] of his life in jail....I was pregnant.... I want you to know that it’s a 
very hard thing to have the baby you don’t want. It’s very hard. And I tried to 
overcompensate… for what I knew I was feeling and tried to hide it from her but 
she knew.”  
Centrality of motherhood was assessed by how significant the participants’ 





“My second memory would be my kids. Um, without them, I probably would be in 
the streets like my mom. I don’t know. They wake me up every morning. That’s 
like a breath that I have to take now. I’m not living for myself any more, I’m 
living for my two boys. And without them, I don’t know what I’d, where I’d be at 
right now if I didn’t have them.” 
Learning from life mistakes in implementing parenting practices consisted of 
participants expressing that they had used their own life experience and mistakes they 
had previously made to inform the way they parented their children. One quote that 
exemplifies learning from mistakes in implementing parenting practices:  
“Umm due to the fact that I’m dealing with a fifteen-year-old girl now, my 
daughter, that I don’t want to take the same path. So all those memories and all 
those mistakes and all those things I went through are hitting me real hard now. I 
never thought about them this much until now that I got teenage girls.” 
Redemptive parenting consisted of participants expressing that they wanted to 
improve or had made improvements in their parenting and/or relationships with their 
child/ren over time (e.g., changing from being unavailable or neglectful towards children 
to putting in efforts to show love and affection with on child over time or between raising 
one child and another). One quote that exemplifies redemptive type parenting is: 
“...because with all my other children the first four they were basically in DCFS 
care, my mother had them and this is the only child that I raised all the way up 




Contamination parenting was intended to characterize by expressing that negative 
parenting practices continued with either one or more child/ren over time. However, this 
category was used at a very low frequency (coded only four times), so was not included 
in analyses. 
Each of the parenting themes was coded on a 0-3 scale (from 0=not at all 
frequent/intense, to 3=extremely frequent/intense) capturing the intensity and frequency 
with which the theme appeared in each of the three turning point narratives. The final 
scores for the themes consisted of the 0 to 3 score averaged across the three turning 
points.  The narrative coders consisted of the principal investigator as the primary coder 
(who coded narratives for all 125 participants) and two independent groups of two 
additional coders (undergraduate psychology majors) who each coded 31 and 32 
participants’ narratives respectively. The two groups’ codes were compared to the 
principal investigators’ codes for the purposes of reliability.  Each group member in the 
two person groups independently reviewed each narrative, identified and provided scores 
for the parenting themes; then the two group members arrived at a consensus about their 
group’s final codes. This resulted in a total of 63 narratives used to compare the group 
codes to the principal investigator codes in order to determine inter-rater reliability. 
Moderate to high reliability estimates resulted for positive and negative parent-child 
relationships, learning from life mistakes in implementing parenting, redemptive 





Caring for Children and Childcare Burden. Time spent caring for children and 
number of children cared for were measured  using  two questions: (1) “Thinking about 
the past year, on average how many children younger than 18 years of age do you take 
care of?”; (2) “How many hours per day or week do you provide childcare?” , which was  
converted to hours per week for all participants. Childcare burden was measured with the 
following three questions/items: (1) “How would you describe the ease or difficulty of 
taking care of the children you parent?” The participant rated level of difficulty on a scale 
from 1-5 (lower scores indicating more difficulty; this item was reverse coded such that 
higher scores indicate more difficulty); (2) “Please select the one response that best 
describes your opinion of your parenting skills: ‘I feel that I am: “not very good at being 
a parent” to “a very good parent” (5 point scale; this question is from the Parent Stress 
Index, a reliable and valid scale that measures  the magnitude of stress experienced by 
parents and has been used with ethnic minority populations (Abidin, 1983; Hutcheson & 
Black, 1996). This item was reverse coded such that greater scores indicate having a 
Table 1.3. Inter-rater Reliability Statistics for Mother-Child Relationship Variables  
Variables N r P-Value 
Positive MCRQ 63 .73 .000 
Negative MCRQ 63 .76 .000 
Learn from Mistakes 63 .58 .000 
Centrality of Parenting 63 .56 .000 
Redemptive Parenting 63 .57 .000 
Note: Inter-rater reliability estimate was not calculated for contamination parenting 





worse opinion about parenting; (3) Select the response that best describes how often you 
receive help from children in your care (1=Not at all to 5=A lot/Extremely). Data on 
caregiving burden were collected on average 5.06 months (SD=5.23) after the time of the 
narrative administration task. 
The Silencing the Self Scale (STSS; Jack & Dill, 1992). The STSS is a 31-item 
scale that examines the extent to which an individual suppresses certain feelings, 
thoughts, and/or actions and prioritizes care for others over self-care in order to maintain 
intimate relationships and avoid conflict. Four subscales measure silencing behaviors: 
Silencing the Self (SS), inhibiting self-expression and behaviors in order to avoid conflict 
or loss of relationship; Divided Self (DS), presenting an outer compliant self to conform 
to gendered norms about how women should act while internally experiencing different 
feelings; Care as Self-Sacrifice (CSS), placing the needs of others before the needs of the 
self; and Externalized Self-Perception (EXP), judging the self by external standards. Each 
question is assessed on a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly 
agree; thus higher scores reflecting higher levels of self-silencing). The STSS total scale 
has adequate internal consistency (with as ranging from .86 to .94) and test–retest 
reliability (ranging from .88 to .94; (Dana Crowley Jack & Dill, 1992), as well as content 
validity as assessed in a sample of women with HIV (DeMarco, Johnsen, Fukuda, & 
Deffenbaugh, 2001).  
Substance Use History. Data on substance use were collected for visits prior to, 
during, and following the narrative administration visit. Data for crack/cocaine/heroin, 




drug use (IDU) are all self-reported and collected using structured interviews. Women are 
asked about recent use, quantity, and frequency of each substance. The substance use 
variable categorized participants as having a history of substance or not having a history 
of substance use (ever/never) across all types of substances (i.e., CCH, HA, IDU)  as well 
as the proportion of semi-annual visits in which substance use was endorsed during the 
previous six months across an average of 16 years (1994–2008/2012).   These self-
reported data have been found to have predictive validity in other studies (Meyer et al., 
2014; Wilson et al., 1999).  
Intimate Partner Violence. Data on intimate partner violence (IPV) were 
collected for visits prior to the time of narrative administration, as well as at visits 
following the time of narrative administration. IPV was defined as physical or sexual 
abuse or coercion by an intimate partner (male or female) or spouse. Women were asked, 
“At any time in your life, has anyone ever pressured or forced you to have sexual 
contact? By sexual contact, I mean their touching your sexual parts, your touching their 
sexual parts, or sexual intercourse.” Women also were asked, “Have you ever 
experienced serious physical violence (physical harm by another person)? By that, I mean 
were you ever hurt by a person using an object, or were you ever slapped, hit, punched, 
or kicked?” To assess coercion, the interviewer asked the participant whether a current or 
previous partner had ever threatened to hurt or kill her or prevented her from leaving or 
entering her home, seeing friends, making telephone calls, getting or keeping a job, 
continuing her education, or seeking medical attention. For each question answered 




asked whether they had ever been threatened or in fear of being hurt if they asked a 
partner to use a condom or other barrier method. Finally, in an effort to assess the 
severity of violence and the safety of the participant, she was asked if she was afraid of 
her partner, if she ever felt that her partner might try to kill her, and if she was afraid to 
go home. (See Cohen et al., 2000 for further information about how these data are 
collected). A history of IPV variable (ever/never) as well as the proportion of semi-
annual visits in which IPV was endorsed during the previous six months were derived 
from the visits across an average of 16 years (1994–2008/2012). 
Statistical Analyses 
Using the Statistical Package for the Social Sciences (SPSS 20, 2011), the data 
were analyzed with Pearson correlations, partial correlations, and univariate analysis of 
covariance (ANCOVAS). All covariates, independent variables, and dependent variables 
were standardized by converting them to z-scores prior to conducting analyses. Using 
independent samples t-test and Pearson correlations, preliminary analyses examined the 
relationships between all demographic variables (i.e., income, education, age) in relation 
to HIV status, the mother-child relationship variables, and caregiving variables. Further, 
partial correlations, controlling for income and HIV status were used to examine the 
relationship between all mother-child relationship variables, substance use, intimate 
partner violence, childcare burden and caregiving variables. Analyses examining 
differences among HIV+ and HIV− participants included age and income as covariates. 




income and HIV status given previously reported relationships between these variables, 
mother-child relationship and caregiving (Land et al., 2003; Murphy et al., 2010; 




Independent samples t-test indicate that there was a significant difference in age 
between HIV+ and HIV− participants t(123)= -2.33, p=.036, such that HIV+ participants 
(M=45.06, SD=8.62) were on average older than HIV− participants (M=40.86, 
SD=10.61). There were no significant differences in education t(123)=1.44, p=.153; or 
income t(123)=.53, p=.596, between the HIV+ and HIV− participants.  
Pearson correlations were conducted to examine the relation between the 
sociodemographic variables (i.e., age, income, and education) and all of the target 
variables in this study. Results indicated that a higher age significantly related to lower 
scores on learning from mistakes in implementing parenting practices (r=-.22, p=.015), 
fewer children in participant’s care (r= -.50, p< .001), fewer number of hours spent 
caring for children (r= -.50, p< .001), having a history of substance use (r=.42, p<.001), 
and a higher proportion of visits in which intravenous drug use was endorsed (r=.31, 
p=.001). A higher income was significantly associated with higher scores on centrality of 
motherhood (r=.31, p<.001), more children in participant’s care (r=.29, p=.002), lower 
proportion of visits in which intravenous drug use was endorsed (r= -.19, p=.033), lower 




lower scores on the SSS-EXP subscale (r= -.18, p=.050). Education was significantly 
associated with the SSS total score (r= -.18, p=.045). (See Table 1.4)  
Table 1.4. Correlations between Demographics and Study Variables 
  Education Age Income 
HIV status -.13 .21* -.05 
Positive MCRQ .04 -.17t .07 
Negative  MCRQ -.14 .14 -.06 
Redemptive Parenting -.15 -.01 .08 
Learning from Mistakes -.11 -.22* -.03 
Centrality .11 -.12 .31** 
Number of Children -.01 -.50** .29** 
Hours Caring for Children .10 -.50** .18 
Receiving Help from Children .06 -.16 -.17 
Ease/Difficulty of Parenting -.20 -.06 -.12 
Opinion of Parenting -.13 .03 .02 
STSS-Total -.18* 0.02 -.14 
STSS-EXP -.14 .07 -.18* 
STSS-CSS -.16t -.14 -.05 
STSS-SS -.16t .08 -.12 
STSS-DS -.13 .05 -.11 
IPV History .01 .10 .05 
Proportion of Visits DV endorsed -.09 -.07 -.07 
Substance Use History -.08 .42** -.19* 
IDU- Proportion of Visits .04 .31** .00 
CCH- Proportion of Visits -.10 .16t -.25** 
Heavy Alcohol- Proportion of Visits -.04 -.01 -.08 
Note: t: p<.10 **p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; 
DV=Intimate partner violence; CCH=Crack/Cocaine/Heroin; STSS-Total=Silencing the 
Self Scale-Total Score; STSS-EXP=Silencing the Self-Externalized Self-Perception 
Subscale; STSS-CSS=Silencing the Self Scale-Care as Self-Sacrifice Subscale; STSS-
SS=Silencing the Self Scale-Self-Silencing Subscale; STSS-DS=Silencing the Self Scale-




In addition, Pearson correlations were used to examine the relationships among 
the parenting variables. Pearson correlations indicated that centrality of motherhood was 
significantly associated with: more positive (r=.41, p<.001) and more negative (r=.23, 
p=.009) descriptions of mother-child relationships; as well as learning from life mistakes 
in implementing parenting practices (r=.21, p=.020). Redemptive parenting was 
significantly associated with learning from life mistakes in implementing parenting 
practices (r=.50, p<.001). (See Table 1.5) 
Table 1.5. Correlations between Mother-Child Relationship Variables 
  1. 2. 3. 4. 
1. Positive MCRQ     
2. Negative MCRQ .11    
3. Redemptive Parenting .11 .13   
4. Learning from Mistakes .16t -.02 .50**  
5. Centrality of Motherhood .41** .23** .15 .21* 
Note: **p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality 
Sixty-one participants reported that they had children in their care; 47 reported 
that they did not have children in their care. Seventeen had missing data for the number 
of children in their care and therefore these participants were not included in the analyses 
examining the caregiving variables. Of the 61 participants who had children in their care, 
50 reported being the mother/step-mother of the child/ren they cared for (two of whom 
also reported being the grandmother for some of the children in their care and three of 
whom reported also being the relative—aunt, sister, cousin, or other, of some of the 




they cared for; two reported  being the relative (i.e., aunt, sister, or cousin) of the children 
they cared for. In addition, Pearson correlations were used to examine the relationships 
among the caregiving and childcare burden variables. Pearson correlations indicated that 
the number of hours caring for children was significantly associated with spending more 
hours caring for children (r=.66, p<.000). Receiving more help from children was 
significantly associated with spending more hours caring for children (r=.30, p=.018), 
lower difficulty caring for children (r=-.28, p=.028), and having a better opinion about 
parenting abilities (r= -.38, p=.002). Additionally, higher difficulty caring for children 
was significantly associated with having a worse opinion about parenting abilities (r=.32, 
p=.011). (See Table 1.6) 
Table 1.6. Correlations between Caregiving Variables 
  1. 2. 3. 4. 
1. Number of Children          
2. Hours Caring for Children  .66**       
3. Receiving Help from Children b .19 .30*     
4. Ease/Difficulty Parenting  -.15 .03 -.28*   
5. Opinion of Parenting  -.07 .07 -.38** .32* 
Note: p<.01**; p < .05* 
Primary Results 
Hypothesis 1.1: Women with HIV will have more negative and less positive 




This hypothesis was not supported because the one-way ANCOVA analyses 
controlling for income and age, indicated that there were no significant differences 
between HIV+ and HIV− mothers in positive mother-child relationship quality, F(3, 
121)=1.04, p=.311, ηp2=.008, or negative mother-child relationship quality, F(3, 
121)=.12, p=.733, ηp2=.001). (See Table 1.7) 
Exploratory Question: Are there differences in redemptive parenting and 
learning from life mistakes in implementing parenting practices among women with and 
without HIV? 
The results indicated that controlling for income and age, there were no 
significant differences between HIV+ and HIV− mothers in redemptive parenting, F(3, 
121)= .011, p=.736, ηp2=.001), centrality of motherhood, F(3, 121)=.18, p=.677, 
Table 1.7. Univariate Analyses of Covariance Comparing HIV+ to HIV‒ Women 
Parenting Variables HIV─ HIV +  
 
  M SD M SD F ηp2 
Positive MCRQ .97 .65 .78 .71 1.04 .008 
Negative MCRQ .31 .59 .31 .48 .12 .001 
Learning from Life  
Experiences .18 .38 .17 .32 .06 .001 
Redemptive Parenting .09 .21 .07 .21 .11 .001 
Centrality of 
Motherhood .89 .31 .84 .37 .18 .001 
Number of Children 1.7 1.49 1.05 1.45 1.53 .015 
Number of Hours  103.13 68.40 50.44 63.74 9.97** .087 
Difficulty of Parenting 2.62 1.02 2.47 1.26 .10 .002 
Opinion of Parenting 2.12 1.14 1.72 1.03 2.59 .044 
Receiving Help from 
Children 3.85 1.35 3.83 1.38 .12 .002 




ηp2=.001,or learning from one’s mistakes in implementing better practices, F(3, 121)= 
.06, p=.796, ηp2=.001). (See Table 1.7) 
Hypothesis 1.2: Women with HIV will report more childcare burden and less 
time caring for children compared to uninfected women. 
ANCOVAS indicated that controlling for income and age, there was a significant 
difference in the  hours spent caring for children over the past year, F(3, 104) =9.97, 
p=.002, ηp2=.087, such that HIV‒ participants had more children in their care and for 
more hours compared to HIV+ participants. However, there were no significant 
differences in the average number of children cared for by the participants, F(3, 
105)=1.53, p=.219, ηp2=.015, participants’ opinion of their own parenting, F(3, 57)= 2.59, 
p=.113, ηp2=.044, ease/difficulty of parenting, F(3, 57)=.10, p=.757, ηp2=.002, or help 
received from children, F(3, 57)=.12, p=.735, ηp2=.002. These results provide partial 
support for the above hypotheses. (See Table 1.7) 
Hypothesis 1.3:  For both women with and without HIV, higher levels of 
childcare burden will relate to more negative mother-child relationships. Conversely, 
lower levels of childcare burden will relate to more positive mother-child relationships. 
Mothers who have positive parent-child relationships will spend more time caring for 
children. 
Partial correlations controlling for income and HIV status indicate that more 
negative mother-child relationships significantly related to lower numbers of hours 
children were in participant's care, (r=-.25, p=.009). Additionally, the relationship 




participant’s care approached significance (r=-.17, p=.088), Higher scores on learning 
from life mistakes in implementing parenting practices was significantly associated with 
a higher number of hours children were in participant's care (r=.19, p=.048). There was a 
significant relationship between centrality of motherhood and average number of children 
cared for by participant (r=.20, p=.045). The relationship between more positive 
descriptions of parent-child relationships and a higher number of children in participant’s 
care (r=.17, p=.090), and a higher number of hours children were in participant's care 
(r=.18, p=.074) approached significance. Finally, partial correlations also indicated that 
higher scores on perceived difficulty in parenting significantly related to lower scores on 
centrality of motherhood (r=-.26, p=.043).  
There were no significant relationships between opinion about parenting ability 
and help received from children in relation to the mother-child relationship variables (See 
Table 1.8). 





















1. Positive MCRQ .17t .18t .13 -.08 -.16 
2. Negative MCRQ -.17t -.25** .00 -.03 .08 
3. Redemptive 
Parenting .01 -.01 .09 .02 -.07 
4. Learning from 
Mistakes .11 .19* .18 .10 -.08 
5. Centrality of 
Motherhood .10 .20* .18 -.27* -.11 
Note: Covariates were income and HIV status; **p < .01; *p < .05. 




Hypothesis 1.4: Higher substance use history will significantly relate to more 
negative quality of relationships with children and higher childcare burden, including 
spending less time caring for children. 
Controlling for income and HIV status, partial correlations revealed that having a 
substance use history was significantly related to more negative descriptions of mother-
child relationships (r=.19, p=.036) and lower descriptions of learning from life mistakes 
in implementing parenting practices (r=-.18, p=.043). Having a history of substances was 
associated with lower scores on positive mother-child relationships (r=-.18, p=.048). A 
higher proportion of visits in which crack/cocaine/heroin was endorsed was associated 
with higher negative mother-child relationship quality (r=.19, p=.035), and lower scores 
on learning from life mistakes in implementing parenting practices (r=-.21, p=.019). The 
relationship between having a higher proportion of visits in which heavy alcohol was 
endorsed and higher scores on negative mother-child relationships approached 
significance (r=-.16, p=.076). Additionally, the relationship between higher scores on 
centrality of motherhood in the narratives and having a higher proportion of visits in 
which heavy alcohol use was endorsed approached significance (r=.16, p=.075). 
Substance use was not significantly associated with the other mother-child relationship 
variables. The results provide partial support for the above hypotheses. 
In investigating relationships between childcare burden and substance use, partial 
correlations controlling for income and HIV status indicated a negative association 
between  having a substance use history and the average number of hours children were 




crack/cocaine/heroin was endorsed negatively related to the average number of hours 
children were in participant’s care (r=-.19, p=.044).  Among those who reported caring 
for children (N=61), having a history of substance use was associated with lower 
perceived difficulty in parenting (r=-.40, p=.002).  Having a higher proportion of visits in 
which crack/cocaine/heroin was endorsed was negatively associated with receiving help 
from children (r=-.30, p=.019). The association between ease/difficulty of parenting in 
relation and the proportion of visits in which crack/cocaine/heroin use was endorsed (r=-
.23, p=.075) and the proportion of visits in which heavy alcohol use was endorsed (r=-
.24, p=.068) approached significance in a negative direction:  i.e. the greater the use of 
alcohol/crack/cocaine/heroin, the less difficult parenting was rated to be. (See Table 1.9) 
Hypothesis 1.5: Women who have experiences of IPV will have more negative 
and less positive mother-child relationships compared to women who do not. 
Partial correlations controlling for income and HIV status indicate that the 
relationships between redemptive parenting and having a history (ever/never) of IPV 
approached significance (r=.16, p=.076), such that having a history of IPV was 
associated with higher scores on redemptive parenting. However, the proportion of visits 
in which IPV was endorsed did not significantly relate to redemptive parenting. Further, 
there were no significant relationships between having a history of IPV or the proportion 
of visits in which IPV was endorsed in relation to: positive mother-child relationships 
(r=-.11, p=.210; r=-.12, p=.196, respectively); negative mother-child relationships (r=.04 
p=.667, r=.13 p=.146, respectively), and learning from mistakes in implementing 




were no significant relationships between having a history of IPV or the proportion of 
visits in which IPV was endorsed in relation to opinion about parenting abilities (r=.04, 
p=.77; r=-.08, p=.533, respectively), perceived difficulty of parenting (r=.06 p=.660, 
r=.08, p=.541, respectively); help received from children (r=-.12 p=.375; r=.12 p=.361), 
number of children cared for (r=-.01, p=.93;  r=.10, p=.307, respectively) and time spent  
caregiving (r=.08 p=.419; r=.01, p=.883, respectively).  (See Table 1.9)   
Table 1.9. Partial Correlations of Caregiving and Parent-Child Relationships in relation 






















t -.01 -.05 -.07 .08 .10 
Hours Caring 




.03 -.12 .16 -.30* .16 .12 
Difficulty 
Parenting -.40** .06 -.13 -.23
t -.24t .08 
Opinion of 
Parenting .20 .04 -.14 .14 .13 -.08 
Positive 
Relationship -.18* -.11 -.05 -.14 -.03 -.12 
Negative 








-.18* -.02 -.03 -.21* .00 -.02 
Centrality of 
Motherhood -.08 .00 -.10 .01 .16
t -.01 
Note: Covariates were income and HIV status. p<.01**; p < .05*; p<.10t 





Hypothesis 1.6: Self-silencing will be associated with more negative mother-
child relationships and greater childcare burden. Lower levels of self-silencing will be 
associated with more positive mother-child relationships, lower childcare burden, higher 
redemptive parenting, and learning from life mistakes in implementing parenting 
practices. 
Controlling for income and HIV status, partial correlations indicated that higher 
total self-silencing scores (STSS) were significantly associated with lower scores on 
learning from life mistakes in implementing parenting practices (r=-.24, p=.008). Further, 
higher scores on externalized self-perception (STSS-EXP) were significantly associated 
with higher scores on negative mother-child relationships/descriptions (r=.19, p=.034), 
and lower scores on learning from life mistakes in implementing better parenting 
practices (r=-.24, p=.008).  Additionally, the relationship between STSS-EXP and 
redemptive parenting approached significance, such that higher scores on the STSS-EXP 
subscale were associated with lower scores on redemptive parenting (r= -.15, p=.096). 
Higher scores on the STSS-Self Silencing (STSS-SS) subscale were associated with 
lower scores learning from life mistakes in implementing better parenting practices (r=-
.22, p=.015). The relationship between redemptive parenting and the STSS-Care as Self 
Sacrifice (STSS-CS) subscale approached significance (r= -.15, p=.096) such that lower 
redemptive parenting scores were associated with higher scores on the STSS-CSS. 
The results also indicate that having a worse opinion about parenting skills related 
to higher STSS total scores (r=.30, p=.023) and higher STSS-Divided Self (STSS-DS) 




and STSS-EXP scores approached significance (r=.26, p=.051), such that a worse 
opinion about one’s parenting skills was associated with higher scores on the STSS-EXP 
subscale.  (See Table 1.10) 
Table 1.10. Partial correlations of Self-Silencing in relation to Mother-Child 
Relationships and Caregiving Variables 
 Parenting 
Variables STSS-Total STSS-EXP STSS-CSS STSS-SS STSS-DS 
Number of 
Children .02 -.09 .08 .04 .02 
Hours Caring 
for Children -.04 -.11 .06 -.01 -.08 
Receiving Help 
from Children .02 .03 .09 -.04 -.01 
Difficulty 
Parenting .14 .10 .10 .07 .18 
Opinion of 
Parenting .30* .25
t .21 .10 .35** 
Positive 
MCRQ .01 -.01 -.02 .04 .01 
Negative 
MCRQ .10 .19
* -.02 .08 .03 
Redemptive 
Parenting -.11 -.15
t -.09 -.08 -.05 
Learning from 
Mistakes -.20* -.24** -.12 -.22* -.05 
Centrality of 
Motherhood .01 .03 .12 -.06 -.07 
Note: Covariates were income and HIV status. p<.01**; p < .05*; p<.10t  
MCRQ=Mother-Child Relationship Quality; STSS-Total=Silencing the Self Scale-
Total Score; STSS-EXP=Silencing the Self-Externalized Self-Perception Subscale; 
STSS-CSS=Silencing the Self Scale-Care as Self-Sacrifice Subscale; STSS-
SS=Silencing the Self Scale-Self-Silencing Subscale; STSS-DS=Silencing the Self 









The current study provides some evidence for differences in caregiving 
experienced by mothers with HIV and demographically similar mothers. Additionally, 
findings from this study support the idea that substance use, self-silencing, caregiving, 
and the quality of mother-child relationships are significantly interconnected.  
Consistent with prior research, mothers with HIV reported spending less time 
caring for children than HIV− mothers. These findings may reflect how fatigue, HIV 
symptoms and the side effects of ART medication regimens that increase difficulty 
performing daily tasks also increase the challenges of parenting for HIV+ mothers 
(Murphy, Marelich, Stritto, Swendeman, & Witkin, 2002). However, no differences were 
found as a function of HIV status in mother-child relationship quality, opinion about 
parenting ability, and perceived difficulty parenting, among HIV+ and HIV‒ participants. 
It is possible that having HIV in and of itself does not compromise mother-child 
relationship quality, but rather that other psychosocial factors, including substance use 
and self-silencing, experienced by both the HIV+ and HIV− mothers are better 
determinants of the types of relationships HIV+ and uninfected mothers have with their 
children. It is also possible that no differences were found because of the limited sample 
size used in this study. 
In this study, substance use (e.g., crack/cocaine/heroin and heavy alcohol use) 
related to worse mother-child relationships, spending less time caring for children, 
receiving less help from children, and expressing fewer instances of learning from life 




findings may reflect how substance use can inhibit a mother’s ability to develop sensitive 
parenting practices (Bailey et al., 2013). Further, substance use may negatively impact 
brain regions associated with emotional processing, self-awareness and insight (e.g., 
anterior cingulate and prefrontal cortex, (Meyer et al., 2014); characteristics that enhance 
one’s ability to use life experiences to inform life choices and behaviors (Brody et al., 
2016). However, contradicting the hypotheses, mothers with a substance use history 
reported lower levels of difficulty in parenting. While this may indicate less childcare 
burden experienced by these mothers, it may also be that because mothers who use 
substances spend less time caretaking, they perceive childcare as an easier task. Further, 
research is needed to examine this specific question. Additionally, with the exception of a 
marginally significant positive relationship between IPV and redemptive parenting, 
experiences of intimate partner violence did not relate to aspects of mother-child 
relationships or caregiving. Perhaps there were no associations between these variables 
because individual differences in the way in which mothers cope with experiences of IPV 
and the extent to which their children were involved or exposed to these experiences.  
As expected, higher self-silencing was found to be negatively associated with 
aspects of motherhood. Specifically, overall self-silencing related to having a worse 
opinion about one’s parenting abilities and less learning from life mistakes in 
implementing parenting practices. Specifically, mothers who silenced themselves in order 
to avoid interpersonal conflict and who judged themselves by external standards 
expressed fewer instances of learning from life mistakes in implementing parenting 




relationships. Additionally, mothers who reported self-silencing and presented an outer 
compliant self that conformed to gender norms inconsistent with their internal feelings 
had a worse opinion about their ability to parent. These findings expand on past literature 
that have noted the relationship between self-silencing and depression and poor health in 
both HIV+ and uninfected women (Brody et al., 2014; Lanier & DeMarco, 2015; Jack & 
Ali, 2010) by highlighting the potential negative impact of self-silencing on mothering 
and mother-child relationships. Self-silencing and putting their children’s needs above 
their own may inhibit HIV+ and at-risk mothers’ ability to advocate for themselves and 
their health (DeMarco et al., 2002). The health deterioration that can result from unmet 
medical and psychological needs may further increase the challenges of parenting.  It 
should be noted that the directionality of the relationship between self-silencing and 
mother-child relationships cannot be determined, and thus, it is also possible that negative 
interpersonal relationships with children result in more self-silencing among mothers 
with and without HIV. Nonetheless, these findings provide evidence further work needed 
focusing on self-silencing in mother-child relationships of HIV+ and demographically 
similar women.   
Finally, this study provides evidence of significant relationships between the 
quality of mother-child relationships and the extent to which a mother provides care to 
children. Having more positive mother-child relationships was found to relate to caring 
for more children and spending more time caring for children. Describing more instances 
of learning from mistakes to inform parenting was also related to spending more time 




narrative also cared for more children compared to those for whom motherhood was not a 
central theme. Conversely, negative mother-child relationships described in the narratives 
related to spending less time caring for children. These results are partially in line with 
past studies emphasizing how for some mothers with HIV, caring for children can be 
joyful, elicit a sense of pride, and provide strength to mothers (Antle et al., 2001; 
Sandelowski & Barroso, 2003). The association between the extent of caregiving and 
mother-child relationship quality may also be explained by how rewarding caring for 
children is perceived by mothers; mothers who have more positive interactions with their 
children may see these interactions as more rewarding, thus reinforcing positive 
caregiving behavior (Davidov, Knafo-Noam, Serbin, & Moss, 2015). In contrast, if 
mother-child interactions are perceived as negative, it stands to reason that mothers 
would be less invested in caregiving. Further, the association between caring for children 
and having positive interactions with children begs the question about their potential 
health benefits for mothers with and without HIV.    
Of note are several study limitations. Participants were not specifically asked 
about their experiences with their children; thus, this approach does not give all mothers 
the opportunity to describe their relationships with their children. However, this can also 
be seen as a methodological strength in that choosing to describe your role as a mother 
and your relationships with your children without prompting reflects experiences that are 
more salient to participants. This approach also avoids the limitations of self-report 
questionnaires that may have constrained the experiences described by the participants by 




noteworthy that this study only includes mothers’ perspectives of their relationships with 
their children. Collecting information from the children themselves may have offered a 
different perspective regarding the quality of mother-child relationships and lead to 
different results.  
Additionally, the age of the children and the developmental period of the children 
described in the narratives could not be ascertained; therefore, specific influences of the 
different child developmental periods on mother-child relationships and the other target 
variables (e.g., childcare burden, self-silencing) could not be examined. There are also 
challenges associated with many of the self-report nature of the independent variables 
(e.g., childcare burden, substance use, self-silencing). In addition to being subject to 
social desirability, retroactive self-reporting can be limited. Perhaps the self-reported 
information could have been improved by adding an ecological momentary assessment 
method to data collection.   
Despite these limitations, the findings from this study corroborate and expand on 
past research on how substance use and self-silencing are related to mother-child 
relationship and caregiving, among women with and HIV and demographically similar 
mothers; thus elucidating how these factors may play an important role to the HIV care 
cascade. Further, the results from this study emphasize how substance use and self-
silencing may be important specific intervention and prevention targets for this 
marginalized and understudied population. Prior research has emphasized the importance 
of substance use, experiences of violence and gender roles as relating to HIV related 




traditional gender roles which have the potential to inhibit self-care (Brody, Stokes, 
Kelso, et al., 2014) may negatively impact mother-child relationships. The relationships 
found in this study merit further research on the interconnections among substance use, 
self-silencing, and mother-child relationships as potential intervention and prevention 





Study #2: Mother-Child Relationships in relation to Health Indicators in Women 
with and without HIV 
 
Introduction 
Few studies have focused on the effects of parenting and mother-child 
relationships on maternal health,  especially in HIV infected and demographically similar 
mothers  (Mellins et al., 2003; Murphy et al., 2011). In particular, little attention has been 
paid to the relationship between HIV status and  maternal health since the advent of ART, 
which has enabled  HIV+ mothers to live longer and to see their children grow up (Deeks 
et al., 2013). This study aimed to contribute to the research literature by examining 
mother-child relationships as predictors of physiological and psychological health in 
mothers with HIV and uninfected mothers. 
Although there are few epidemiological studies examining the prevalence of 
mental health problems in mothers with HIV, reported estimates of mental health 
problems have been 28.7% for single mothers and 15.7% for partnered mothers (Crosier, 
Butterworth, & Rodgers, 2007), including high levels of depression (Blaney et al., 2004). 
Among HIV+ mothers there are poor adherence  rates to anti-retroviral medications 
(ART; Murphy, Greenwell, et al., 2002) and low quality of life (Cook et al., 2002). In 
some women, stressful parent-child relationships also increase the risk for poor 




Depressive symptoms can further disrupt the quality of parent-child interactions. 
In families affected by maternal HIV, maternal depression results in mothers being less 
able to perform daily household tasks and to poor family cohesion (Murphy, Marelich, et 
al., 2002). In mothers in general, depression is associated with mothers being less 
responsive to children, using more critical language, and having more negative appraisals 
of their interactions with their children (Dix & Meunier, 2009). These parent behaviors 
can elicit child characteristics and outcomes (e.g., frustration, behavior problems, 
fearfulness, and impulsivity) that contribute to and reinforce negative mother-child 
relationships (Kiff, Lengua, & Zalewski, 2011; Murphy et al., 2010); therefore reflecting 
a reciprocal and transactional pattern between mother-child relationships and depressive 
symptoms (Roben et al., 2015). Moreover, HIV+ mothers who feel anxious about their 
own health and functioning and who experience high parental stress have also been found 
to be less likely to implement consistent discipline strategies, family routines, and have 
poor parent-child communication (Murphy et al., 2010). These characteristics can also  
lead to family dysfunction and to increased depressive symptoms in mothers (Dyer, Stein, 
Rice, & Rotheram-Borus, 2012).  
In addition to affecting depressive symptoms, mothering can influence maternal 
health-related quality of life (HRQol), defined as mothers’ perceptions of their social, 
physical, emotional, and role functioning (Coyle, 2009). Maternal perceptions of their 
HRQoL can form a powerful belief system that may impact their sense of agency and 
their ability to care for themselves and their children. Perceptions of better health and 




(Mitchell, 2010). On the other hand, poor emotional well-being, increased pain, and 
decreased social engagement have been associated with the stresses of caretaking 
demands (Nuwagaba-Biribonwoha, Mayon-White, Okong, Carpenter, & Jenkinson, 
2006). Social and family support appears to improve HRQoL in mothers (Coyle, 2009). 
Among mothers with HIV, physical functioning, social support and resilience (i.e., the 
ability to thrive in the face of adversity) have been associated with increased family 
quality of life (e.g., financial well-being, positive family relationships, and increased 
community interaction; Blais et al., 2014)). 
Previous studies have also shown that improvements in parenting practices can 
result in benefits to maternal health—in particular, depression, anxiety, stress, and self-
esteem (Barlow, Coren, & Stewart-Brown, 2002). Although there is a paucity of research 
examining how improvements in parenting and parent-child relationships relate to mental 
and physical health indicators in women with HIV and demographically similar women, 
the idea of positive changes in the quality of parent-child relationships relating to better 
health in mother with and without HIV is supported by research showing that  an HIV 
diagnosis is apt to increase family closeness and motivation to change health-related 
behaviors (e.g., reduce or eliminate drug and alcohol use; Mosack et al., 2005). Positive 
parent-child relationships may motivate mothers to stay healthy for mothers with HIV 
(Antle et al., 2001; Sandelowski & Barroso, 2003). An HIV diagnosis may also inspire 
positive changes in identity and goal achievement (e.g., pursuing higher education) as a 
means to leave a legacy for their children (Pittiglio & Hough, 2009) which may be 




awareness about life experiences as well as relationships with others that are mutual in 
caring, support and empathy have been found to be markers of resilience in women with 
HIV (Brody et al., 2016). This suggests that learning from experiences to inform 
parenting practices may also relate to positive health outcomes in HIV infected and non-
infected mothers.   
The current study aimed to investigate how mother-child relationship quality 
predicted  concurrent (T1) and follow-up (T2; approximately eleven months following 
T1): (a) maternal quality of life and depression for women with and without HIV; and  
(b) maternal adherence to ART and maternal HIV biomarkers (CD4+ cells/mm3s, viral 
load) for women with HIV.   
Hypothesis 2.1: Given the previous literature on the positive influence of having 
children on maternal health (Antle et al., 2001; Sandelowski & Barroso, 2003), more 
positive mother-child relationships described in the autobiographical narratives will 
predict (a) better maternal health outcomes (e.g., depression, quality of life) at T1 and T2 
for both women with and without HIV and (b) better HIV biomarkers and adherence for 
women with HIV at T1 and T2.  Conversely, more negative mother-relationships 
described in the autobiographical narratives will predict worse health outcomes at T1 and 
T2 for both women with and without HIV. 
Hypothesis 2.2: Given that higher levels of insight about life experiences have 
been found to be markers of resilience (Brody et al., 2016) and that positive changes in 
parenting have been found to be beneficial for maternal health in non-HIV participants 




and moving towards making positive changes in their parenting will have significantly 




Study 2 included the same 125 participants (87 HIV+; 38 HIV−) from the 
Chicago WIHS site as was described in study 1.  
Mother-Child Relationship Quality. As described in Study 1, autobiographical 
narratives were coded for the following parenting themes: positive mother-child 
relationship quality, negative mother-child relationship quality, centrality of motherhood, 
learning from life mistakes in implementing parenting practices, and redemptive 
parenting. 
ART adherence. To measure ART adherence, participants were asked to indicate 
the percentage of the specific pills taken in the past six months using one of five category 
responses: 1= 100% of the time, 2= 95-99% of the time, 3= 75-94% of the time, 4= < 
75% of the time, 5= I haven't taken any of my prescribed medications. Previous studies 
using this self-report measure have found  it to relate to health outcomes and to yield data 
consistent with objective measures (Walsh, Mandalia, & Gazzard, 2002). A categorical 
variable was created reflecting medications taken >95%, versus < 95% of the time 
despite it being medically indicated (based on having a CD4+ cells/mm3 <350 through 
2009 or a CD4+ cells/mm3 <500 after 2009). The latter group included participants who 




medically indicated by CD4+ cells/mm3. A conservative cutoff of 95% was used because 
until approximately 2012, 95% adherence was considered the gold standard for ART 
therapy and the data for the current study were collected between 2008 and 2012. High 
rates of adherence to ART are critical for decreasing mortality rates, preventing the 
development of drug resistant HIV variants, minimizing the progression of HIV to AIDS 
and improving the HIV progressions as measured by a decreased viral load and increased 
CD4+ cells/mm3 count (Chesney, 2003; Detels et al., 2001; Lima et al., 2009; 
Olowookere, Fatiregun, Akinyemi, Bamgboye, & Osagbemi, 2008; Shaahu, Lawoyin, & 
Sangowawa, 2008; Thompson et al., 2012). ART adherence for T1 was collected at a 
visit concurrent with the autobiographical task and ART adherence for T2 was collected 
approximately eleven months after T1 (M in months=11.10, SD=1.77) . 
HIV disease markers. Blood specimens were analyzed for HIV RNA load and 
CD4 + cells, given in copies per milliliter of blood. Viral load was dichotomized as 
detectable (≥ 80 copies/ml) or undetectable (< 80 copies/ml). CD4+ cells/mm3 were 
dichotomized as CD4 ≥ 350 or < 350. A CD4 + cell count cut-off of 350 was selected 
because at the time of narrative administration (2008-2012) this cut-off was routinely 
used in HIV research as a marker of good/poor immune functioning  and ART initiation 
(Clumeck, Pozniak, & Raffi, 2008; Hammer et al., 2008; Lodwick et al., 2010). Viral 
load and CD4 + cells T1 were collected at a visit concurrent with the autobiographical 





Center for Epidemiological Studies Depressive Symptoms Scale (CES-D 
Scale; Radloff, 1977).  The CES-D is a 20-item self-report measure used to assess 
depressive symptoms in the general population (Radloff, 1977). Higher scores indicate 
more depressive symptomatology. A cutoff score of 16 showed discriminant validity as 
being sensitive to significant depression in that 70% of the depressed patients sampled 
and 21% of the general population sampled obtained scores of ≥16. This measure has 
been used in studies of HIV positive women and has demonstrated excellent reliability, 
validity, and factor structure(Cook et al., 2002). CESD was collected at both T1 and 
approximately eleven months following T1 (M in months following T1=11.10, SD=1.77). 
Health Related Quality of Life (HRQoL).  The widely used Medical Outcome 
Study (MOS-HIV), developed by (Bozzette, Hays, Berry, Kanouse, & Wu, 1995), was 
abbreviated for use in the WIHS (Liu et al., 2006). Item redundancy is reduced while 
excellent reliability is maintained and construct validity is comparable to that of MOS-
HIV. A summary score is generated from six domains (physical functioning, role 
functioning, energy/fatigue, social functioning, pain and emotional well-being). Scale 
authors found the measure to be distinct from structural measures of social support and 
from other related health measures. All reliability indices were above 0.91 and were 
stable over time. Because, WIHS collects HRQoL only once per year, at every other visit, 
HrQOL for T1 was collected at a visit concurrent with the autobiographical task or at the 
next visit, six months later. HRQoL data for T2 were collected between one and two 





Using the Statistical Package for the Social Sciences (SPSS 20, 2011), data were 
analyzed with Pearson correlations, partial correlations, and multiple and hierarchical 
logistic linear regressions. All covariates, independent variables, and dependent variables 
were standardized by converting them to z-scores prior to conducting analyses. 
Preliminary analyses examined the relationships between all demographic variables (i.e., 
income, education, age and HIV status) in relation to health indicators at T1 and T2. A 
series of hierarchical multiple and logistic regression analyses were conducted to 
examine the main effects of the mother-child relationship variables on the health 
outcomes of CESD, HRQOL, CD4+ cells/mm3, viral load and the health behavior 
adherence for the outcomes at T1 and T2, with separate models conducted for each health 
indicator (i.e., HrQOL, CESD, adherence, HIV viral load, and CD4+ cells/mm3) at each 
time point, resulting in 10 models overall. Specifically, in the first step, participant age, 
income, and substance use history were included to control statistically for these 
variables. In models examining CESD and HrQOL, HIV status was also included as a 
covariate. The second step included the mother-child relationship variables (i.e. positive 
descriptions of mother-child relationship, negative descriptions of mother-child 
relationship, learning from mistakes in implementing parenting practices, and redemptive 
type parenting). Results are presented in five sections corresponding to each health 






Pearson correlations indicating the associations between T1 and T2 health 
indicators are reported in Table 2.1. Pearson correlations indicated that a higher income 
significantly related to lower CESD scores at T1 (r= -.28, p=.001), and T2 (r= -.25, 
p=.010), HrQOL at T1(r=.23, p=.23). A higher education significantly related to lower 
CESD at T1 (r=-.24, p=.012). Age significantly related to lower HrQOL (r= -.20, 
p=.030), undetectable viral load (r=.24, p=.026), better ART adherence (r=.26, p=.022). 
(See table 2.2). 
Table 2.1. Correlations between Health Indicator Variables 
 
1 2 3 4 5 6 7 8 9 
1. CESD at 
T1          
2. CESD at 
T2 .50**         
3. HrQOL 
at T1 -.59** -.54**        
4. HrQOL 
at T2 
-.51** -.60** .72**       
5. ADH at 
T1 -.10 -.14 .07 -.04      
6. ADH at 
T2 -.13 .03 .15 .09 .11     
7. UDVL at 
T1 -.11 .02 .22* .06 .43** .06    
8. UDVL at 
T2 








-.10 .02 .21* .10 .11 -.04 .44** .41** .77** 
Note: **p < .01; *p < .05; CESD= Center for Epidemiological Studies-Depression Scale; 






Table 2.2. Correlations between Health Indicators and Demographic Characteristics 
  Age Education Income 
CESD at T1 .00 -.17 -.28** 
CESD at T2 -.01 -.24* -.25* 
HrQOL at T1 -.20* .14 .23** 
HrQOL at T2 -.27 .15 -.09 
UDVL at T1 .24* -.05 .17 
UDVL at T2 .18 .07 .35** 
CD4N350 at T1 -.10 .12 .11 
CD4N350 at T2 .00 .19 .05 
ADH at T1 .26* .01 .15 
ADH at T2 -.02 -.16 -.07 
  Note: p<.01**; p < .05*  
 
Primary Results 
Hypothesis 2.1 & 2.2: Having a positive mother-relationship would be associated 
with better maternal health outcomes (including lower depression and higher quality of 
life for the entire sample and higher CD4+ cells/mm3, lower VL and better adherence for 
women with HIV); having a negative mother-child relationship would be associated with 
worse maternal health. Learning from life experiences and making positive changes in 
parenting would be associated with better maternal health outcomes.  
Results for each outcome variable. 
CESD. Controlling for age, income, substance use, and HIV status, higher scores 




T1. Additionally, higher scores on learning from life mistakes in implementing parenting 
practices was significantly associated with lower levels of depression at T1 (β=-.21, 
p=.050). Negative mother-child relationship and learning from life mistakes in 
implementing parenting practices did not significantly predict CESD at T2. Further, 
positive mother-child relationships and redemptive parenting did not significantly predict  
CESD scores at T1 or T2. (See Table 2.3 & 2.4) 
 
 
Table 2.3. Hierarchical Linear Regressions of Mother-Child Relationship Variables 
Predicting CESD & HrQOL T1 
Variable 
CESD at T1 (N=125) 
β (95% CI) 
HrQOL at T1 (N=125) 
β (95% CI) 
Step 1     
HIV status .12 -.05 — .30 -.14 -.31 .03 
Age -.02 -.22 — .18 -.21* -.40— -.20 
Income -.28* -.45 — -.10 .23** .06—.40 
Substance Use .01 -.19 — .20 .11 -.08—.30 
Adjusted R2 .07 .08 
Step 2     
  Positive MCRQ -.03 -.21 — .15 .01 -.16 —.18 
Negative  MCRQ .19* .01 — .37 -.19* -.36 — -.02 
Learning from 
Mistakes 
-.21* -.42 — .00 .20t .00 — .399 
Redemptive 
Parenting 
.12 -.09 — .33 -.17 -.36 — .04 
Adjusted R2 .10 .12 
Note: t<.10; **p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; CESD= 





Viral load. Controlling for age, income, and substance use, results indicate that 
higher scores on positive descriptions of mother-child relationship significantly predicted 
higher odds of having an undetectable viral load at T1 (OR=1.78, p=.033). Positive 
descriptions of mother-child relationship did not predict odds of having an undetectable 
viral load at T2. In addition, negative descriptions of mother-child relationships, learning 
from life mistakes in implementing parenting practices and redemptive parenting did not 
predict odds of having an undetectable viral load at T1 or T2. (See Table 2.5 & 2.6) 
Table 2.4. Hierarchical Linear Regressions of Mother-Child Relationship Variables 
Predicting CESD & HrQOL T2 
 CESD at T2 (N=110) HrQOL at T2 (N=109) 
Variable β (95% CI) β (95% CI) 
Step 1     
HIV status .18 -.01 — .38 -.19* -.37 — -.01 
Age -.03 -.24 — .18 -.27* -.48 — -.08 
Income -.26* -.46 — -.08 .20* -.02 — .38 
Substance Use -.01 -.23 — .20 .18t -.02 — .39 
Adjusted R2 .07 .12 
Step 2     
 Positive MCRQ .08 -.11 — .28 -.01 -.20 — .17 
Negative  MCRQ .13 -.06 — .32 -.20* -.40 — -.02 
Learning from 
Mistakes 
-.01 -.25 — .22 .13 -.09 — .34 
Redemptive 
Parenting 
-.08 -.30 — .14 -.05 -.25 — .16 
Adjusted R2 .07 .14 
Note:  t<.10;**p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; CESD= 





ART Adherence. Contrary to hypotheses , results indicate that redemptive 
parenting significantly predicted lower odds of having 95% adherence to ART at T1 
(OR=.48, p=.020). Redemptive parenting did not predict ART at T2. In addition, 
negative descriptions of mother-child relationships, positive descriptions of mother-child 
relationships and learning from life mistakes in implementing parenting practices not 
predict odds of having an undetectable viral load at T1 or T2. 
CD4+ cell counts. There were no significant predictors of the odds of having 
CD4+ cells/mm3 above 350 at T1 or T2.(See Table 2.5 & 2.6) 
Table 2.5. Hierarchical Logistic Regressions of Mother-Child Relationship Variables 
Predicting HIV-Health Indicators at T1 
 ADH at T1 (N=83) UDVL at T1 (N=85) 
CD4N>350 at T1 
(N=85) 
Variable OR (95% CI) OR (95% CI) OR (95% CI) 
Step 1       
Age 1.86 .96 — 3.61 1.69
t .94 — 3.05 1.08 .62 — 1.87 
Income 1.41 .83 — 2.39 1.47 .88 — 2.45 1.32 .78 — 2.20 
Substance Use .95 .54 — 1.67 1.17 .69 — 1.97 .96 .57 — 1.64 
Step 2       
  Positive MCRQ 1.37 .78 — 2.39 1.78* 1.05 — 3.03 1.04 .65 — 1.66 
Negative  
MCRQ 1.06 .60 — 1.88 1.42 .82 — 2.47 .78 .48 — 1.26 
Learning from 
Mistakes 1.81 .85 — 3.85 1.37 .71 — 2.64 1.21 .66 — 2.21 
Redemptive 
Parenting .48* .26 — .89 .76 .43 — 1.34 .90 .52 — 1.56 
Note:  t<.10;**p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; 







This formative study provides some evidence to suggest that mother-child 
relationships, in particular positive and negative mother-child relationships and learning 
from life mistakes in implementing parenting practices are predictors of concurrent 
maternal health in women with and without HIV. As expected, more negative 
descriptions of mother-child relationships were associated with higher concurrent 
depressive symptoms among mothers with HIV and demographically similar mothers. 
These results are consistent with the idea that interpersonal stress and conflict, in this 
case can increase the risk for maternal depression (Hammen, 2003; Slavich & Irwin, 
Table 2.6. Hierarchical Logistic Regressions of Mother-Child Relationship Variables 
Predicting HIV-Health Indicators at T2 
 ADH at T2 (N=71) 
UDVL at T2 
(N=78) 
CD4N>350 at T2 
(N=78) 
Variable OR (95% CI) OR (95% CI) OR (95% CI) 
Step 1       
Age .88 .50 — 1.54 1.70 .88 — 3.26 1.18 .67 — 2.06 
Income .93 .55 — 1.55 2.29 1.28 — 4.10 1.15 .68 — 1.94 
Substance Use 1.33 .78 — 2.27 .96 .52 — 1.78 .96 .56 — 1.64 
Step 2       
  Positive MCRQ 1.22 .74 — 2.02 1.55 .90 — 2.65 1.10 .68 — 1.78 
Negative  MCRQ .80 .47 — 1.36 .92 .55 — 1.56 .71 .44 — 1.16 
Learning from 
Mistakes 1.17 .62 — 2.23 .90 .46 — 1.77 .90 .50 — 1.63 
Redemptive 
Parenting .31
t .09 — 1.15 .89 .50 — 1.56 1.02 .59 — 1.74 
Note:  t<.10;**p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; 





2014). However, this may also reflect a bi-directional, reciprocal effect in which 
depressive symptoms decrease parental engagement in parent-child interactions (Dix & 
Meunier, 2009) and lead to negative parent-child interactions. Given that some symptoms 
of depression overlap with HIV symptoms (e.g., fatigue, sleep disturbance, and low 
energy) and that individuals with HIV are at greater risk for depression (Ciesla & 
Roberts, 2001), it is plausible that depressive symptoms in mothers with HIV may have a 
significant impact on their interactions with their children. Although the current study did 
not find differences in negative parent-child relationships as a function of HIV status, 
future work may benefit from exploring whether the impact of depression on mother-
child interactions differs for mothers with and without HIV.  
Consistent with the proposed hypotheses, more negative descriptions of mother-
child relationships were predictive of lower health-related quality of life concurrently and 
at a one year follow-up among mothers with and without HIV. These results expand the 
current literature on the correlates of quality of life in women with HIV and 
demographically similar women to include mother-child relationships. Prior work on 
health-related quality of life in women with HIV focused on predictors of quality of life 
(e.g., stigma, marital status, employment; Sowell et al., 1997), its inverse association with 
ART adherence (i.e., lower quality of life relates to poor ART adherence; (Cook et al., 
2002; Mannheimer et al., 2005), and post-natal health-related quality of life in new 
mothers infected with HIV (Nuwagaba-Biribonwoha et al., 2006). The results of the 
current study highlight the importance of further research that examines maternal health-




may also suggest that enhancing mother-child relationships as a means to improve health-
related quality of life in mothers with and without HIV should be considered in treatment 
interventions.  
The results from this study also indicate that learning from life mistakes in 
implementing parenting practices was predictive of lower depressive symptoms and 
higher health-related quality of life in the HIV+ and demographically similar participants 
at T1. These findings are in line with past research suggesting that the ability to generate 
positive outcomes from negative experiences (Cruise, 2014) and increased awareness 
about life experiences are indicators of good health in women with HIV (Brody et al., 
2016). Further, positive mother-child relationships were predictive of better odds of 
having an undetectable viral load among HIV+ mothers at the time of the narrative 
administration task. This finding supports prior work noting how positive family 
relationships can beneficial to health, perhaps by increasing perceived strength, self-
esteem, and healthy behaviors (Antle et al., 2001; Sandelowski & Barroso, 2003).  A 
bidirectional, reciprocal relationship is also possible:  mothers who are healthier may be 
able to have more positive mother-child relationships. Having an intervention focus on 
maternal health in mothers with and without HIV will likely also benefit their children 
because when parents are healthy, they are better able to care for themselves and their 
children. 
In contrast to the above results, among mothers with HIV, redemptive parenting 
predicted lower odds of 95% adherence to ART; thus contradicting prior studies on the 




these results are best understood in the context of caregiving role ambiguity; facing 
unclear and changing role expectations may serve to increase stress (Usita, Hall, & Davis, 
2004). Adopting a different role as a mother and changing parenting practices, albeit 
positive changes, may increase stress and demand attentional focus and resources that 
interfere with self-care. Research corroborating this relationship and examining potential 
moderators of the association found is warranted.  
In addition to the limitations described in Study 1 regarding the way in which 
mother-child relationship quality was assessed, other limitations of this study should be 
noted. The nature of the study precludes the determination of causality. A longitudinal 
design in which health indicators and mother-child relationship data are collected at 
follow-up in addition to an initial time point may allow for the determination of causality.  
Further, these results do not consider the time in which HIV+ participants were diagnosed 
with HIV, ART initiation, any other chronic illnesses the participants have, or other 
treatments the participants are engaged in. Future work that includes these factors may 
further our understanding of the ways in which mother-child relationships influence 
health in women with HIV and demographically similar women. Nonetheless, the 
findings from this study shed light on the importance of considering children and aspects 
of motherhood both in order to improve the mental and physical health of mothers with 
and without HIV as well as to improve the quality of mother-child interactions.  In 
particular, enhancing a mother’s ability to use and learn from their experiences as a 
means to parent their children, reducing conflict and enhancing positive aspects of 




HIV and demographically similar mothers; and although not assessed in the present 





Study #3: Mother-Child Relationship Quality as a Moderator of Caregiving in 
Relation to Health Indicators in Women with and without HIV. 
 
Introduction 
As described in the previous chapter, two major perspectives regarding the role of 
motherhood arise in the literature—motherhood as stressful/burdensome and motherhood 
as an opportunity for growth and empowerment (Coyle, 2009; Deater-Deckard, 2008; 
Glenn, Chang, & Forcey, 2016; Haynes, 2010). Additionally, there are discrepant 
findings regarding how caring for children affects maternal health. On one hand, 
spending too much time caring for children predicts increased risk of poor maternal 
mental health, including depression and anxiety symptoms (Mistry et al., 2007). In 
mothers with HIV, higher perceived difficulty caring for children and the number of 
children a mother cares for are associated with decreased ART adherence in women with 
HIV (Merenstein et al., 2009; Merenstein et al., 2008). ART adherence may decrease 
because HIV positive women who care for children are more likely to put off their 
medical care compared to HIV positive women who do not care for others (Stein et al., 
2000).   
However, on the other hand, children have also been shown to be a source of 
support for mothers with HIV, which has been associated with increased rates of 
adherence (Edwards, Irving, Amutah, & Sydnor, 2012). In community samples, parental 




parenting tasks) emerges as a direct predictor of specific positive parenting interactions 
and also serves as a mediator of the effects of maternal depression, child temperament, 
social support, and poverty on the quality of parent-child relationships (Coleman & 
Karraker, 1998). Further, for some HIV+ mothers, being worried about caring for their 
children results in mothers taking better care of themselves (Nelms, 2005); this suggests 
that for some mothers, spending time with children may motivate healthy behaviors that 
lead to good health.  
The discrepant findings regarding how spending time caring for children affects 
maternal health may potentially be explained by the quality of the relationships mothers 
have with their children. As indicated in study 2, experiencing negative relationships with 
children is associated with worse depression and quality of life in HIV+ and 
demographically matched HIV− mothers. In contrast, positive relationships with children 
are associated with lower viral load.  Given these findings, for mothers who find their 
interactions with their children to be positive, rewarding, and mutual, spending time 
caring for children may result in improvements in health. Whereas, women who have had 
negative mother-child relationships may find that more time spent caring for children is 
detrimental to health. These hypotheses are supported by research literature showing that 
positive family relationships motivate healthy behaviors, such as achieving sobriety 
(Antle et al., 2001; Sandelowski & Barroso, 2003); whereas stressful parent-child 
interactions increase the risk for poor maternal health, including poor ART adherence, 
missed medical appointments (Mellins et al., 2003), and hypertension (Wickrama et al., 




The current study aimed to: (1) examine childcare burden (i.e., participants’ 
opinion of their own parenting, difficulty in parenting, help received from children) and 
caregiving (i.e., number of children cared for and number of hours spent caring for 
children) in relation to health outcomes in women with HIV and demographically similar 
women; (2) examine whether mother-child relationship quality moderates the relationship 
between caregiving at T1 and health outcomes at T1 and T2.  
Hypothesis 3.1:  Given the research indicating that experiencing high levels of 
childcare burden is associated with poor adherence in women with HIV (Merenstein et 
al., 2009; Merenstein et al., 2008), mothers who describe lower childcare burden (i.e. 
receiving more help from children, less difficulty parenting, and have a higher opinion of 
their own parenting) will report better health outcomes at T1 and T2 compared to mothers 
who report higher levels of childcare burden. 
Hypothesis 3.2: Given the literature indicating that caring for children can be 
stressful (Mistry et al., 2007) as well as strength and support for women with HIV 
(Edwards et al., 2012), there will be a relationship between caregiving and health 
outcomes in women with and without HIV; however, the direction of the relationship 
between time spent caring for children and health outcomes will be explored. 
Hypothesis 3.3: Recognizing that the quality of parenting interactions mothers 
have can be either beneficial or detrimental to health (Coleman & Karraker, 1998), the 
quality of mother-child relationships are hypothesized to moderate the relationship 
between time spent caregiving and maternal health outcomes. At higher levels of positive 




health outcomes at T1 and T2. In contrast, at higher levels of negative mother-child 
relationships, more time spent caregiving will be associated with worse health indicators 
at T1 and T2. 
Methods 
Participants 
Study 3 included 108 (81 HIV+ and 27 HIV–) female participants from the 
Chicago site of WIHS as was described in Study 1.  
Measures 
Mother-Child Relationship Quality. As described in Study 1, autobiographical 
narratives were coded for the following parenting themes: positive mother-child 
relationship quality, negative mother-child relationship quality, centrality of motherhood, 
learning from life mistakes in implementing parenting practices, and redemptive 
parenting.  
Caring for Children and Childcare Burden. As described in Study 1, 
caregiving was measured with two questions/items assessing: (1) the number of children 
cared for by the participant, and (2) the number of hours per week participants provided 
childcare. Childcare burden was measured with three questions/items assessing: (1) 
perceived difficulty caring for children; (2) opinion of parenting skills; (3) help received 
from children in participant’s care. Data on caregiving burden were collected on average 
5.06 months (SD=5.23) after the time of the narrative administration task.  
Health Indicators.  As described in Study 2, the health indicators for this study 




95% of the time), HIV RNA load (≥ 80 copies/ml or < 80 copies/ml) and CD4 + cells, 
given in copies per milliliter of blood (CD4+ cells/mm3 were dichotomized as CD4 ≥ 350 
or < 350) for HIV positive participants. For this study, the health indicators examined 
corresponded to the WIHS visit in which the childcare burden and caregiving data were 
collected (T1) and on average 11.22 (SD=1.92) months following this visit (T2). It 
should be noted that the specific dates of T1 and T2 for this study do not correspond to 
those in Study 2, where the health indicators were collected at a visit concurrent with the 
autobiographical narrative visit (T1) and approximately eleven months following that 
visit (T2).  
Statistical Analyses 
Using the Statistical Package for the Social Sciences (SPSS 20, 2011), data were 
analyzed with Pearson correlations, partial correlations, and multiple and logistic 
hierarchical linear regressions. All covariates, independent variables, and dependent 
variables were standardized by converting them to z-scores prior to conducting analyses. 
Primary analyses were partial correlations were also used to examine the caregiving 
variables in relation to the health indicators at T1 and T2, controlling for substance use, 
age, and income. HIV status was also included as a covariate in the analyses when CESD 
and HrQOL were the outcomes. 
Multiple and logistic hierarchical linear regressions were used to examine how the 
quality of mother-child relationships moderated the relationship between number of hours 
spent caretaking and each maternal health indicator at T1 and T2. Specifically, in the first 




statistically for these variables. In models examining CESD and HrQOL, HIV status was 
also included as a covariate. The second step included positive descriptions of mother-
child relationship, negative descriptions of mother-child relationship, and the time spent 
caring for children. The third step included the interactions between mother-child 
relationship variables and time spent caring for children. Interaction terms were 
calculated by creating scores consisting of multiplying standardized scores for each 
variable in the interaction. Significant interactions were interpreted by plotting the 
regression lines at 1.0 SD + and 1.0 SD‒ (See Figures 3.1 & 3.2).  Results are presented 
in five sections corresponding to each health outcome: HrQOL, CESD, ART adherence, 
HIV RNA load, and CD4+ cells/mm3.	
Results 
Primary Analyses 
Hypothesis 3.1: Higher levels of childcare burden (i.e.,  worse  opinion of own 
parenting, higher perceived difficulty of parenting, less help received from children) will 
be associated with worse depression symptoms and quality of life in HIV+ and 
demographically similar mothers.  
Pooling both HIV+ and HIV− mothers, controlling for age, income, substance use 
and HIV status, partial correlations indicated that there was a significant relationship 
between opinion of own parenting and CESD at T2 (r=.24, p=.081), but not at T1 (r=.06, 
p=.682) such that participants who had a worse opinion of their ability to parent had 
higher CESD scores at T2. There were no significant relationships between HrQOL (at 




perceived difficulty parenting. Further, there were no relationships between CESD at T1 
in relation to receiving help from children, or perceived difficulty parenting (See Table 
3.1 & 3.2). 






















.21 .07 .08 .20 .12 -.04 
Note:  t<.10;**p < .01; *p < .05; Covariates were age, income, and substance use history; 




Table 3.2. Partial Correlations between Childcare Burden & Caregiving Variables in 
relation to HrQOL & CESD at T1 & T2 





Number of Children cared for 0.01 0.10 -0.06 -0.13 
Hours Caring for Children 
-0.01 0.07 -0.13 -0.18t 
Receiving Help from Children 
0.17 0.10 -0.14 -0.10 
Difficulty Caring for Children -0.17 0.08 -0.17 -0.16 
Opinion about Parenting 
0.06 0.24t -0.16 -0.10 
Note:  t<.10;**p < .01; *p < .05; Covariates were HIV status, age, income, and substance 
use history; CESD= Center for Epidemiological Studies-Depression Scale; 





Due to the small sample of HIV+ participants who had valid data for the childcare 
burden items (i.e., participants’ opinion of own parenting, higher perceived difficulty of 
parenting, less help received from children), the partial correlations between these 
predictors and the HIV specific health  indicators could not be examined. 
 Hypothesis 3.2 & 3.3:  Time spent caregiving will be associated with mental and 
physical health at T1 and T2. The relationship between caregiving and health will be 
moderated by mother-child relationship quality described in the autobiographical 
narratives. 
Controlling for age, income, substance use and HIV status, partial correlations 
indicate that there were no significant relationships between the number of children in 
participant’s care and CESD or HrQOL at T1 or T2.  
When positive and negative mother-child relationships were included in multiple 
hierarchical linear regression models, controlling for age, income, substance use, and 
HIV status,  a significant main effect between hours spent caring for children and HrQOL 
at T1 (β=-.26, p=.027) emerged, such that more hours caring for children were associated 
with lower HrQOL at T1. There were no significant interactions between time spent 
caring for children by quality of mother-child relationships predicting HrQOL. Further, 











Table 3.3. Hierarchical Linear Regressions  of Mother-Child Relationship &  Caregiving 
Variables Predicting CESD & HrQOL at T1 
 CESD at T1 (N=102) HrQOL at T1 (N=103) 
Variable β (95% CI) β (95% CI) 
Step 1     
HIV status .08 -.11 — .27 -.08 -.28 — .12 
Age .04 -.17 — .24 -.33** -.54 — -.12 
Income -.38** -.56 — -.19 .19* .00 — .39 
Substance Use .01 -.20 — .22 .18
t -.03 — .41 
Adjusted R2 .11 .09 
Step 2     
Time Spent 
Caregiving .03 -.20 — .23 -.26* -.50 — -.03 
Positive MCRQ .08 -.21 — .26 .05 -.14 — .25 
Negative MCRQ .16 -.12 — .28 -.31** -.49 — -.12 
Adjusted R2 .12 .18 








-.06 -.35 — .21 -.07 -.35 — .21 
Adjusted R2 .13 .16 
Note: t<.10; **p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; CESD= 






Table 3.4. Hierarchical Linear Regressions of Mother-Child Relationship &  Caregiving 
Variables Predicting CESD & HrQOL at T2 
 CESD at T2 (N=94) HrQOL at T2 (N=94) 
Variable β (95% CI) β (95% CI) 
Step 1     
HIV status .20 .00 — .42 -.21* -.41 — -.02 
Age -.05 -.27 — .17 -.26* -.46 — -.05 
Income -.30** -.52 —  -.11 .27** .07 — .46 
Substance Use .01 -.22 — .24 .14 -.07 — .36 
Adjusted R2 .09 .13 
Step 2     
Time Spent 
Caregiving .08 -.17 — .35 -.23
t -.47 — .01 
Positive MCRQ .10 -.11 — .33 -.00 -.20 — .20 
Negative MCRQ .14 -.07 — .33 -.16 -.33 — .04 
Adjusted R2 .09 .16 








-.06 -.37 — .24 .07 -.21 — .35 
Adjusted R2 .08 .14 
Note: t<.10; **p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; CESD= 





Logistic hierarchical regressions also indicated a significant crossover interaction 
between the hours a participant had children in her care and positive descriptions of 
parent-child relationships predicting odds of ART adherence at T1 (OR=2.97, p=.03). 
Specifically, at higher levels of positive mother-child relationships, more hours caring for 
children are associated with better odds of being 95% adherent to ART medications. In 
contrast, at lower levels of positive mother-child relationships, more hours caring for 
children was associated with lower odds of 95% adherence to ART medication (See 
Figure 1). At T2, there was an unexpected crossover interaction between negative 
descriptions of mother-child relationship and odds of ART adherence (OR=6.15, p=.023), 
such that at low negative mother-child relationships, more hours caring for children was 
associated with worse odds of ART adherence. In contrast, at high negative mother-child 
relationships, more hours caring for children was associated with better odds of ART 
adherence. There were no significant main effects or interactions predicting CESD, 
















Table 3.5. Hierarchical Logistic Regressions of Mother-Child Relationship & 
Caregiving Variables Predicting HIV-Health Indicators at T1 
 ADH at T1 (N=57) UDVL at T1 (N=73) 
CD4N>350 at T1 
(N=73) 
Variable OR (95% CI) OR (95% CI) OR (95% CI) 
Step 1       
Age 1.12 .60—2.09 1.81
t .98 — 3.34 1.85t .99 — 3.46 
Income .58
t .31—1.09 1.87* 1.07 — 3.27 1.18 .69 — 2.01 
Substance Use .84 .46—1.53 1.04 .58 — 1.87 .76 .42 — 1.37 
Step 2       
Time Spent 
Caregiving 1.61 .80—3.25 1.20 .64 — 2.25 1.15 .61 — 2.16 
Positive MCRQ .84 .47—1.48 1.17 .71 — 1.95 .99 .60 — 1.63 
Negative MCRQ .80 .45—1.43 1.06 .62 — 1.81 .85 .50 — 1.44 








1.07 .41—2.75 .79 .35—1.79 1.19 .50—2.82 
Note:  t<.10;**p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; 






Table 3.6. Hierarchical Logistic Regressions  of Mother-Child Relationship &  
Caregiving Variables Predicting HIV-Health Indicators at T2 
 ADH at T2 (N=56) UDVL at T2 (N=85) 
CD4N>350 at T2 
(N=85) 
Variable OR (95% CI) OR (95% CI) OR (95% CI) 
Step 1       
Age .54 .47 — 1.49 1.40 .73 — 2.67 1.13 .63 — 2.01 
Income .92 .57 — 1.66 2.37** 1.27 — 4.45 1.11 .63 — 1.93 
Substance Use .97 .59 — 1.73 1.26 .66 — 2.41 .94 .53 — 1.68 
Step 2       
Time Spent 
Caregiving 1.14 .62 — 2.10 1.73 .84—3.55 1.24 .65 — 2.39 
Positive MCRQ 1.44 .86 — 2.39 1.03 .57—1.85 1.03 .60 — 1.79 
Negative MCRQ .76 .43 — 1.37 1.16 .64—2.10 .87 .51 — 1.48 








6.15* 1.28—29.57 .99 .38 — 2.56 1.69 .63 — 4.53 
Note:  t<.10;**p < .01; *p < .05; MCRQ=Mother-Child Relationship Quality; 





Figure 3.1. Odds of ART Adherence at T1 
	
 






 This study aimed to further our understanding of the context in which caregiving 
can be experienced as beneficial or detrimental to health in mothers with HIV and 
mothers that come from the same disenfranchised communities. The findings provide 
some evidence to suggest that greater caregiving burden predicts worse mental health. 
Specifically, the results indicate that mothers who spend more time caring for children 
have worse concurrent health -related quality of life. Further, having a worse opinion 
about one’s parenting skills approached significance in relating to worse follow-up 
depressive symptoms. However, these results are moderated by the quality of mother-
child relationships:  more caregiving among mothers who described having positive 
relationships with their children was associated with better odds of concurrent adherence 
to ART medications. Counterintuitively, more caregiving in the context of negative 
mother-child relationships was predictive of better odds of adherence at follow-up.  
 The finding that more time spent caregiving was associated with worse concurrent 
health related quality of life supports the study’s hypotheses and is consistent with 
research indicating that motherhood  is a challenging and stressful experience (Coyle, 
2009; Deater-Deckard, 2008). Many women with HIV have the role as primary 
caregivers; but this role can weigh heavily on women who may need the support and 
caregiving of family members (including their children) in their HIV care. HIV+ 
women’s ability to cope with general stress has been found to either lessen or enhance 
their quality of life (Weaver et al., 2004). The societal challenges of coping with HIV, as 




experienced by HIV+ women and demographically similar women may increase stress 
and compromise their health (Armistead, Forehand, Brody, & Maguen, 2002; Cohen et 
al., 2000; Cohen et al., 2004; Filippi et al., 2006). If relationships with children are non-
mutual and an additional source of stress, it stands to reason that spending more time 
caring for children would have a negative impact in their physiological, social, and 
emotional functioning of HIV+ and demographically similar women (Brody et al., 2016).  
For mothers who described their experiences with their children as positive, more 
time spent caregiving was associated with better ART Adherence. This finding supports 
the study’s hypotheses and corroborates prior work on the rewarding aspects of parenting 
and how receiving support from children can  increase adaptive health behaviors 
(Edwards et al., 2012). However, contradicting the hypotheses is the finding that when 
considered in the context of negative descriptions of mother-child relationships, more 
time spent caring for children was associated with better adherence at follow-up.  This 
finding is puzzling, but perhaps one way to think about this is that women who have 
negative interactions with their children but who persist in spending time with them may 
be especially resilient– even in the face of negative parent-child interactions, they persist 
in caretaking and their persistence may also positively affect their adherence to ART.  
Another possible explanation is that more intense and frequent expressions about either 
high negative and or high positive relationships with children reflect the degree to which 
these relationships are present or central to mothers’ way of thinking and behaving—
which may have a positive influence on how women care for themselves. Some research 




result in mothers taking better care of themselves (Nelms, 2005). Additionally, it is 
plausible that mothers who described their experiences with their children as negative 
may be trying to make the relationships better and part of this may involve taking better 
care of themselves in order to compensate for their past relationships.   
However, these findings should be interpreted with caution given that important 
factors were omitted in these analyses. In particular, these data are limited in that they do 
not clarify whether the children in the participants’ care were the same children described 
in the autobiographical task.  Further, the autobiographical narrative task was completed 
on average five months prior to the data collection of the caregiving and childcare burden 
variables, thereby allowing for the possibility for changes in the nature of the mother-
child relationships to occur at the time of follow-up.  
  Future research can benefit from examining both autobiographical and self-report 
measures on mother-child relationships, caregiving and childcare burden collected at 
baseline and follow-up time points, in relation to health indicators at concurrent and 
follow-up time-points. Using a cross-lagged design in which all data are collected at 
various time points can allow for the uncovering of causal relationships. Further, the 
advancement of this line of research may benefit from an examination of mutuality in 
mother-child relationships as a potential mechanism by which these relationships 
influence health. Nonetheless, the findings from this study support the idea that 
caregiving plays an integral role in the well-being of mothers with HIV and 






Overall Discussion and Conclusions 
	
Being a mother is a central role in the lives and identities of many women with 
HIV and demographically similar mothers that may be at risk for HIV (Sandelowski & 
Barroso, 2003); however, the motherhood role and its influence on the well-being of 
HIV+ and demographically similar women is understudied. In the current dissertation a 
series of three studies contribute to the literature on motherhood in the context of HIV in 
primarily African American mothers by: (1) extending our knowledge about associations 
between aspects of mother-child relationships and psychosocial factors (i.e., substance 
use, intimate partner violence, and self-silencing) frequently experienced by HIV+ and 
demographically similar women; (2) examining aspects of mother-child relationship as 
predictors of concurrent and follow-up maternal mental health (i.e., depressive symptoms 
& health-related quality of life) in HIV+ and demographically similar women; and HIV 
biomarkers and ART adherence in women with HIV; and (3) investigating whether 
mother-child relationship quality moderates the relationship between time spent 
caregiving and maternal health outcomes.   
Summary and Findings 
Consistent with prior research (Murphy, Marelich, Stritto, Swendeman, & Witkin, 
2002), Study 1 demonstrated that HIV+ mothers spent less time caring for children than 
HIV− mothers; perhaps reflecting how the physiological symptoms of HIV and the side 
effects of ART medication can  increase fatigue and therefore make it more difficult for 




prior work (Murphy, 2008; Prachakul, Grant, & Keltner, 2007; Rusch et al., 2004), there 
were no differences as a function of HIV status in the other aspects of motherhood, 
including mother-child relationship quality, opinion about parenting ability, and 
perceived difficulty parenting, among HIV+ and HIV− participants. Although it is 
possible that the nature of the study design may not have allowed the uncovering of these 
relationships, these findings may emphasize how an HIV diagnosis in itself does not 
inhibit mothers’ ability to form positive and healthy relationships with their children.  
As hypothesized, substance use was associated with worse mother-child 
relationships, including spending less time caring for children and receiving less help 
from children. These results are consistent with prior work on the negative influence of 
substance use on parenting ability (Bailey et al., 2013). Expanding on prior work, 
substance use was also negatively related to reports of learning from life mistakes in 
parenting practices, a skill that may benefit the health of HIV+ mothers and 
demographically similar mothers that may be at risk for the illness (See Study 3). 
However, unexpectedly, having substance use was associated with lower perceived 
difficulty in parenting, which may reflect lower parenting standards or a lack of 
experience in doing childcare, which may be sequelae of substance use (Dunn et al., 
2002; El-Sheikh & Flanagan, 2001; Latendresse et al., 2008).  
In the combined sample of HIV+ and HIV− mothers, the quality of mother-child 
relationships was found to relate to the extent to which participants engaged in caring for 
children. Having more positive mother-child relationships tended to relate to caring for 




mistakes to inform parenting practices was also associated with more caregiving. 
Additionally, women for whom motherhood was central in their narrative also cared for 
more children compared to those for whom motherhood was not a central theme. In 
contrast, negative mother-child relationships related to spending less time caring for 
children. These results provide evidence for the multifaceted aspects of caregiving and 
what is likely to influence caregiving behavior; mothers who find their children to be a 
source of pleasure may be more motivated to engage in caregiving behavior (Antle et al., 
2001; Sandelowski & Barroso, 2003). In contrast, mothers who have experienced stress 
resulting from their interactions with their children may be less inclined to spend more 
time caring for children (Armistead et al., 2002; Mistry et al., 2007). 
Study 1 also showed that there was an association between higher self-silencing 
and worse quality of mother-child relationships and perceptions of parenting ability; 
therefore being consistent with and expanding on prior work indicating that self-silencing 
predicts worse health outcomes (Brody, Stokes, Dale, et al., 2014; Brody, Stokes, Kelso, 
et al., 2014). Specifically, mothers who engaged in overall self-silencing, inhibited self-
expression as a means to secure and avoid conflicts in relationships, and judged 
themselves through the lens of external standards ( Jack & Ali, 2010; Jack & Dill, 1992), 
expressed fewer instances of learning from life mistakes in implementing parenting 
practices. Additionally, the extent to which mothers’ felt divided between their outer 
compliant self and their inner feelings and thoughts related to having a worse opinion 
about their parenting abilities.  In line with and expanding on previous work on self-




and adopting negative self-evaluations that rely on outside standards interfere with 
mothers’ ability to see value in their experiences and grow from them as mothers and 
women. These findings may reflect the negative impact of the stress and negative affect 
that results from not expressing one’s needs on motherhood and mother-child 
relationships.  
Study 2 and 3 demonstrated that the quality of mother-child relationships and 
caregiving are predictive of mental and physical health in HIV+ and uninfected mothers. 
Specifically, Study 2 demonstrated that negative mother-child relationships, as described 
in the autobiographical narratives, were predictive of worse concurrent depressive 
symptoms. These results may reflect how conflict and stress experienced in interpersonal 
relationships can result in poor mental health (i.e., depression; Hammen, 2003; Slavich & 
Irwin, 2014); or inversely, how depressive symptoms may impact parenting such that 
mother-child interactions are compromised (Dix & Meunier, 2009). Further, negative 
mother-child relationships predicted worse health-related quality of life both concurrently 
and at an average of eleven months following the completion of the narrative task. In 
contrast, learning from life mistakes in implementing parenting practices was predictive 
of lower concurrent depressive symptoms and higher health-related quality of life; 
perhaps reflecting the health benefits of self-awareness and insight (Brody et al., 2016), 
and having the ability to make meaning from negative experiences (Cruise, 2014).  
Among HIV+ mothers, positive mother-child relationships were predictive of 
better odds of having concurrent undetectable viral load; supporting the notion that 




al., 2001; Sandelowski & Barroso, 2003) or perhaps that mothers who are healthier are in 
a better position to foster positive interactions with their children. Unexpectedly, 
redemptive parenting predicted lower odds of 95% adherence to ART; thus contradicting 
prior studies on the maternal health benefits of improving parenting practices (Barlow et 
al., 2002). It is possible that the changes in parenting, even positive changes, are 
associated with increased stress that interferes with self-care (Usita et al., 2004). These 
findings point to the need of further examining the impact of improvements in parenting 
and maternal role transitions on medical self-care in HIV+ mothers.  
In line with prior research emphasizing the stressful aspects of parenting, the 
findings from Study 3 indicated that more time caregiving was predictive of lower health-
related quality of life. Further, the relationship between caregiving and ART adherence in 
HIV+ mothers was qualified by the quality of mother-child relationships. Specifically, for 
mothers who either had high negative mother-child relationships or high positive mother-
child relationships, more caregiving was associated with better odds of ART adherence. 
These results are partially counterintuitive. On the one hand, the finding that caregiving is 
associated with better ART adherence for mothers with positive mother-child 
relationships is consistent with prior research on how the rewarding aspects of  mothering 
and receiving support from children can provide some health benefits to mothers 
(Edwards et al., 2012). However, it is counterintuitive that when considered in the 
context of negative descriptions of mother-child relationships, more time spent caring for 
children was associated with better adherence at follow-up. Given the conflicting 




         Overall patterns in the data indicate that for health outcomes, concurrent measures, 
rather than 1 year follow-up measures, were more frequently significantly related to child 
care burden and  parent-child relationship quality, with some exceptions (i.e., negative 
mother-child relationships predicted follow-up health-related quality of life and the 
interaction between negative mother-child relationships and caregiving predicted follow-
up ART adherence).  This is good news for potential intervention development programs, 
in that in the short term, by shifting one set of variables: either the quality of mother-child 
relationships, or maternal health, it is possible to affect  the other set of variables:  better 
maternal health relates to better parenting in any one moment of time.   How these 
variables affect each other in a transactional, bi-directional, longitudinal mode, to 
influence the quality of children’s and mother’s well-being, warrants further study.  In 
addition,  whether there is a developmental period in children’s lives when these 
interactional patterns become less amenable to change could not be determined from the 
present study but is also worthy of future study.  
Limitations and Strengths of the Present Studies 
Overall the findings from these three studies make a novel contribution to the 
literature about motherhood in the context of maternal HIV, in particular in terms of their 
focus on maternal well-being. There were several strengths of the three studies. First, 
widely used and validated methods were utilized to assess self-silencing, ART adherence, 
depressive symptoms, health-related quality of life, and HIV biomarkers (i.e., CD4+ 
cells/mm3s, RNA viral load). Second, the mixed and multi-method approach included 




and childcare burden, all of which demonstrated predictive value. Third, the guided 
autobiographical task also carries the strength of being ecologically valid and reflecting 
participants’ experiences (e.g., Edwards et al., 2012; Nelms, 2005). And the rapport built 
by the research staff who conducted the autobiographical narrative task may have 
encouraged participants to be honest about their experiences. Further, including two time 
points to assess health outcomes allowed for analyses examining long-term influences of 
mother-child relationships and caregiving on the mental and physical health of the 
mothers. Finally, although causality could not be determined, the findings from this study 
expand on previous literature and highlight specific factors that can inform prevention 
and intervention efforts to improve the well-being of HIV+ and uninfected mothers.  
However, several limitations to the findings are noteworthy, as briefly described 
in each chapter. In particular, causality cannot be determined due to the correlational 
design. Further, the self-reported (e.g., substance use, self-silencing, IPV, depressive 
symptoms) measures are vulnerable to subjectivity, social desirability, and the flaws of 
retrospective reporting. Further, the qualitative coding conducted by the researchers may 
be subject to interpretation biases and the study could have benefited from including a 
self-report measure of mother-child relationships which could have been compared to the 
qualitative coding as an estimate of concurrent reliability. Additionally, the qualitative 
coding of the mother child relationships and the self-reported measures of caregiving and 
childcare burden did not capture all possible components of the motherhood experience 
or mother-child relationships.  Instead, the focus was on the mothers’ own perceptions of 




characteristics of mothering, such as levels of warmth, physical and verbal affection, and 
quality of communication with children could have enhanced the assessment of mother-
child relationship quality. Further, a measure assessing more aspects of parental stress, 
such as the full parental stress index (PSI; Abidin, 1983), could have given a more 
nuanced picture of the participants’ level of childcare burden. Missing from this study is 
also an examination of the health and well-being of children affected by maternal HIV. 
Additionally, knowing other characteristics (e.g., specific age of child, number of hours 
spent caregiving) of the specific time period described in the narratives could have shed 
light on potential developmental factors and outside stressors that could have influenced 
the quality of mother-child relationships. A comprehensive model that incorporates both 
child and mother characteristics as well as their well-being could further expand our 
understanding of the reciprocal and transactional nature of mother-child relationships as 
contributors to health.  
Another limitation of the studies was that the sample size for some of the 
variables investigated (e.g., childcare burden variables) was fairly small and may have 
been inadequately powered to detect significant relationships between some of the 
variables (e.g., depression and quality of life). Further, several hypotheses could not be 
examined due to the small sample size (e.g., relationship between childcare burden and 
HIV biomarkers). In addition, Studies 2 and 3 did not include the measure of mother-
child relationships, caregiving, and childcare burden at each time point. Having more 
time-points could allow for an examination of long-term patterns and could aid in teasing 




Implications of Findings and Future Directions 
Despite the aforementioned limitations, overall the findings from this series of 
three studies emphasize the importance of considering motherhood experiences in 
research, prevention and interventions aimed at helping HIV+ and demographically 
similar women. Past research has often focused on the negative, downward, 
intergenerational effects of maternal HIV on child outcomes (Murphy et al., 2009) and on 
the early postpartum experiences of mothers with HIV and uninfected mothers (Mellins 
et al., 2008; Nuwagaba-Biribonwoha et al., 2006); these models may neglect to address 
the needs of mothers with HIV, especially those with children who are no longer infants. 
The findings from these research studies provide evidence for the need to expand the HIV 
literature by paying closer attention to mother-child dynamics as they relate to mothers’ 
health.  
The findings that worse relationships with children relates to worse concurrent 
maternal mental and physical health in this population highlight how reducing stressful 
mother-child interactions is an important goal that can be addressed by researchers and 
health care providers. This work also sheds light on how strengthening family processes, 
in particular the mother-child dyad, may improve health in mothers with HIV and 
demographically similar mothers, or, reciprocally, that improving maternal health may 
improve the quality of mother-child interactions. Findings highlight the need for 
providers and researchers to focus on ways to augment the positive aspects of 
motherhood for mothers with HIV and those that face the similar psychosocial stressors 




can lead to increased parental self-efficacy, self-esteem and more engagement in healthy 
behaviors (Antle et al., 2001; Barlow, Coren, & Stewart-Brown, 2002; Sandelowski & 
Barroso, 2003); thus potentially decreasing the risks of disease transmission. Research 
and intervention efforts may also benefit from highlighting that the identities of women 
with HIV are not one-dimensionally influenced by their HIV diagnosis; women hold 
many positive roles, for many this includes being mothers. 
In their role as mothers, women with HIV also have the opportunity to feel 
empowered. As evidenced by this work, enhancing mothers’ ability to learn from and use 
their unique life experiences in their parenting may be beneficial to their health. This 
approach may be a successful means by which mothers can improve their communication 
with their children about HIV, risky behaviors and ways to cope with adversity. 
Supporting this idea are findings from the pilot disclosure intervention study conducted 
by Murphy, Armistead, Marelich, Payne, and Herbeck,( 2011). The TRACK program 
(i.e., Teaching, Raising, and Communicating with Kids) targeted the relationship context, 
family communication, and parenting skills as these factors specifically related to HIV 
disclosure. The goal of the intervention was to improve communication and parenting 
skills specific to maternal HIV disclosure and  to improve mothers’ functioning (e.g., 
anxiety, depression, loss of emotional control) and children’s functioning (e.g., 
depressive symptoms, self-concept, and family cohesion) in families affected by maternal 
HIV. The findings from this pilot intervention demonstrated some effectiveness in 
improving HIV disclosure, self-efficacy and communication, mothers’ emotional 




problems, and anxiety). The findings from the current studies support the need to conduct 
more intervention studies such as the TRACK program; however, these studies may 
benefit from including intervention targets that expand beyond HIV disclosure. 
Specifically, future intervention work may benefit from including an emphasis on 
psychoeducation around coping with HIV in the family, parenting skills, and in-vivo 
practice of strategies aimed to improve mother-child relationships, reduce parental stress, 
and increase parental self-efficacy. This approach could be used as a means to not only 
improve these relationships and child outcomes, but also to increase HIV+ mothers’ 
ability to balance their medical and mental health care needs with caring for their 
children.  
The findings from this study also emphasize the need to integrate the 
consideration of substance use in treatments targeting mother-child relationships. This 
can be done by not only focusing on maternal sobriety, but also the inclusion of strategies 
aimed to help mothers communicate with their children about risky behaviors, which 
include substance use (Blake, Simkin, Ledsky, Perkins, & Calabrese, 2001).  Prior work 
specifically targeting communication about sexual risky behaviors have been found to be 
successful in reducing these in adolescents (Henrich, Brookmeyer, Shrier, & Shahar, 
2006; Hutchinson, 2002; Wilson & Donenberg, 2004); therefore helping to prevent the 
transmission of HIV and other sexually transmitted illnesses. To this end, the findings 
from this study also indicate that there may be beneficial ways in which mothers can use 





The findings on the relationship between higher  self-silencing and worse mother-
child relationships suggest that mothers with and at  risk for HIV may also benefit from 
community programs and interventions that empower women with HIV and teach self-
advocacy, such as the previously implemented  Sistah Powah  program in Boston 
(DeMarco & Chan, 2013). This program implemented a peer-led structured writing 
intervention for women with HIV using film clips from Women’s Voice, Women’s Lives; 
a film featuring women with HIV wanting to give a prevention message to youth, as a 
writing prompt (DeMarco & Chan, 2013). This program showed evidence for decreasing 
self-silencing, and increasing condom -use and safe sex practices among the participants. 
Similar interventions can be developed that incorporate empowerment in mother-child 
relationships. The finding that higher self-silencing relates to worse mother-child 
relationships emphasizes the necessity to encourage mothers to share their concerns and 
have their voices heard. In doing so, they may be afforded the opportunity to improve 
their relationships with their children and be better able advocate for their mental and 
physical health.  
 The results from this series of studies also suggest that many different aspects of 
mother-child relationships are important to assess by health care providers in order to 
obtain a comprehensive picture of the complex experiences of mothers with HIV and 
uninfected mothers that face similar stressors.  Assessing these relationships may aid in 
identifying appropriate treatment targets that enhance the mental and physical well-being 





In sum, the results from these three studies demonstrate that: (1) psychosocial 
factors such as substance use and self-silencing relate to the quality of mother-child 
relationships, (2) specific aspects of mother-child relationships, in particular less 
negative, more positive mother-child relationships and  more learning from life 
experiences in implementing parenting practices are predictive of better health and 
medication adherence in HIV+ and demographically similar mothers that may be at 
increased risk for the illness, and (3) that the relationship between caregiving and ART 
adherence may be differentially influenced by the quality of mother-child relationships. 
Altogether, the findings advance our understanding of the integral role that mothering 
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